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vExecutive Summary
Executive Summary
Accreditation of Australian Government subsidised residential aged care homes (aged care 
homes) was introduced to improve the quality of services delivered to older members of 
the Australian community living in aged care homes. The Aged Care Act 1997 (the Act) firmly 
established the link between quality and expenditure by the Government on residential 
aged care. Expenditure on residential aged care subsidies and supplements was $5.3 billion 
in 2005–06.
This is the final report of the project to ‘evaluate the impact of accreditation on the delivery 
of quality of care and quality of life to residents in aged care homes’ (the project), which was 
commissioned by the Australian Government Department of Health and Ageing (the 
Department) in November 2004. The project was led by Campbell Research & Consulting 
(CR&C), who worked with associates from DLA Phillips Fox Lawyers and Monash University. 
The objective of this project was to:
‘... develop an evaluation methodology and evaluate the impact of accreditation on the 
delivery of quality of care and quality of life to residents in residential aged care homes 
and to identify improvement and performance and benchmarking assessment systems 
to take the provision of world class care for Australian residential aged care into the 
future.’ 
The broad purpose of the project was to:
•	 Assess	the	impact	of	accreditation	on	the	quality	of	care	and	quality	of	life	of	residents	
of aged care homes; and
•	 Having	regard	to	the	findings	of	the	project	and	other	performance	and	benchmarking	
assessment systems, identify options for the measurement of quality improvement in 
the future provision of world class care.
Based on consideration of the project’s objectives and purpose, the two key areas of focus 
for this project were to explore how accreditation has influenced residential aged care in 
Australia and to look ahead toward practical ways of measuring and monitoring quality 
improvement and performance in aged care homes into the future. 
The project found accreditation, together with the regulatory framework in which it is 
embedded, is an appropriate way to improve quality in residential aged care and has 
achieved an overall improvement in residents’ quality of care and quality of life. The project 
was not intended as an evaluation of the Aged Care Standards and Accreditation Agency 
(the Agency) or its processes. However, the findings identified areas that could be addressed 
to improve the efficiency and effectiveness of the aged care accreditation system.
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Background to the project
The purpose of the project was to address the need identified by the Australian National 
Audit Office (ANAO) in May 2003 to assess the outcome of accreditation on quality of care in 
the residential aged care sector. In August 2003, the Joint Committee of Public Accounts and 
Audit (the Committee) held a public hearing to examine the ANAO Report. The Committee 
recommended that the Agency should ‘broaden the focus of the quality assessment data 
currently used for accreditation purposes to include quality-of-life information experienced 
industry wide by residents of aged care homes’ with a data collection mechanism that does 
not impose additional costs on the residential aged care homes nor further complicate the 
accreditation system. The project was undertaken in response to these recommendations.
In conducting this project a number of factors impacted on the methodological approach. 
Determining with confidence the impact of accreditation on quality of care and quality of 
life of residents was a challenging exercise because:
•	 There	was	no	baseline	data	to	enable	a	direct	comparison	of	quality	of	care	and	quality	
of life of residents in aged care homes today, compared with that which existed prior to 
the introduction of the new regulatory framework in 1997; 
•	 Achievement	of	specific	desirable	outcomes	identified	as	regulatory	objectives	was	
unlikely to be influenced solely by the accreditation requirements; and
•	 There	are	many	factors	that	are	likely	to	influence	quality	of	life	of	residents	of	aged	care	
homes that are independent of the quality of care provided to them.
CR&C developed a methodology to overcome these challenges. 
Structure of the project
The project was designed with an iterative two-stage methodology (Figure 1). The first 
stage established a foundation of evidence to inform the overall project. The second stage 
focused on measuring the impact of accreditation and developing options for monitoring 
quality into the future.
The first stage, which was finalised in April 2006, provided a foundation of evidence 
from existing literature; an analysis of the legislative and regulatory framework in which 
accreditation is grounded; and consultation with a broad spectrum of stakeholders in 
residential aged care. 
Key elements of this stage were:
•	 A regulatory analysis, which was undertaken by Dr Heather Wellington of DLA 
Phillips Fox Lawyers, to review and analyse the regulatory framework (including the 
Act, regulations, Principles and the residential aged care Accreditation Standards 
[the Standards]) that applies to residential aged care. This facilitated comparison 
with international best practice models and provided insight into the working of the 
framework and the objectives and intentions of the Act in promoting compliance and 
supporting continuous improvement. 
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•	 A literature review was conducted to examine the national and international literature 
on the concepts of quality of care and quality of life in residential aged care and the 
clinical and socio-cultural factors impacting upon them. It also looked at the role and 
evolution of accreditation, performance measures and benchmarks in promoting quality 
and quality improvement in aged care. This extensive review was a foundation document 
which informed all phases of the research including the stakeholder consultations, 
surveys and the development of options for future measurement of quality. 
•	 Analysis of accreditation systems provided a descriptive and comparative analysis 
of accreditation as a quality monitoring and improvement mechanism in residential 
aged care. It examined the content of the Standards, accreditation process and 
known outcomes of accreditation from rounds 1 and 2. Findings from the review were 
compared with other models of accreditation in other health related contexts (i.e. acute 
health, child care, and food). The Australian model was compared with approaches in 
the United States and United Kingdom. In addition to informing the overall project, 
the comparison to other systems contributed to an assessment of the impact of 
accreditation and informed the consideration of future options for the measurement  
of quality. 
Figure 1: Achieving the project objectives
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•	 Qualitative research and consultation with key stakeholders was undertaken between 
May and August 2005. These consultations comprised 34 focus groups and forums 
and 45 indepth interviews. This extensive national consultation involved stakeholders 
with direct experience in aged care homes including residents, family members and 
friends (family carers), direct care staff, nurses, providers, allied health and medical 
professionals, managers of residential aged care homes and quality assessors. 
Consultations were conducted with residents from non-English speaking backgrounds 
(Greek, Chinese and Russian) and managers of Indigenous Australian aged care homes. 
The approach to the qualitative research drew heavily upon the knowledge yielded 
through the earlier literature review. The purposes of the qualitative research were to:
− ensure that the views of residents and their families were reflected throughout all 
phases of the research;
− provide a qualitative evidence base of stakeholders’ views of the system and 
impact of accreditation;
− inform the design of the surveys of carers, family members and managers (which 
would quantify the extent to which the qualitative findings hold across the 
relevant populations); and
− inform the development of future approaches to monitor quality. 
The second stage of the project quantified the impact of accreditation and identified 
options for the future measurement of quality. This built upon the foundation provided by 
the first stage of the project and was informed by the desk research and the stakeholder 
consultations. There were two components:
•	 The development of a quality indicator framework to address the contractual 
requirement of identifying ‘improvement and performance and benchmarking 
assessment systems to take the provision of world class care for Australian residential 
aged care into the future’. Dr Cathy Balding, an expert on the development of quality 
indicators and quality improvement in the health care sector, led the process of 
developing a draft suite of quality indicators. This development: 
− Extended the literature review and accreditation systems review conducted in 
Stage 1; 
− Presented the initial draft suite of indicators to a workshop of experts from 
across Australia to examine quality indicators in the context of the Accreditation 
Standards framework; 
− Reviewed the refined draft using an online consultation with workshop 
participants and interviews with organisations representing consumers; and
− Refined the suite of indicators in light of the survey results and consultation and 
presented them as one option for the further development of quality monitoring 
and improvement within the sector.
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•	 Surveys were conducted with quality managers, care staff and family carers. The key 
aims of the CR&C Aged Care Surveys were to:
− Obtain a measure of the extent to which accreditation has had an impact on the 
quality of life and quality of care of residents in aged care homes; and 
− Provide a benchmark measure of quality in aged care homes against which future 
change can be measured. 
The CR&C Aged Care Surveys also provided an opportunity to quantify earlier findings 
from the qualitative research related to perceptions of quality of services, quality of care 
and quality of life and important attributes of quality. In order to provide a measure of 
stakeholder perceptions of the performance of aged care homes in delivering quality of 
care and quality of life to residents, the focus of the surveys was on the key areas of service 
performance identified by stakeholders in Stage 1 as important contributors to residents’ 
quality of care and quality of life. This service-oriented approach was adopted to ensure 
that the theoretical constructs of quality of care and quality of life could be understood, 
measured and provide a practical foundation for quality improvement. 
It is important to note that while residents’ views had been consistently sought throughout 
this project, residents were not invited to participate in the surveys undertaken in Stage 2. 
This was primarily because the qualitative consultations with residents conducted in Stage 
1 identified that, while residents had clear views on quality, they had limited awareness 
of accreditation and as such were not in a position to provide a view of the impact of 
accreditation. It should also be noted that the consulting team considers that measurement 
of residents’ perspectives of quality are a necessary element of future quality measures. 
These measurements, while challenging, are achievable.
The views of residents and their families were strongly reflected in the approach to, and the 
content of the CR&C Aged Care Surveys. 
The CR&C Aged Care Surveys were underpinned by the earlier work in Stage 1 of the project, 
including:
•	 A	literature	review	and	description	of	the	regulatory	framework;	and	
•	 Consultations	with	residential	aged	care	providers,	service	managers,	staff,	carers,	
residents, health care professionals, quality assessors and other stakeholders. 
This current report integrates the key findings of both stages of the project.
Key findings 
Based upon the evidence collated in the course of the project a number of key findings have 
been identified. Briefly, these findings reflect the views of stakeholders that accreditation 
has had a positive impact on the quality of care and the quality of life for residents in 
Australian Government subsidised aged care homes, and the high level of confidence that 
the overall quality of care and services provided to residents was of a high standard. The 
findings support the view that accreditation is part of a robust regulatory framework that is 
well grounded in good practice. 
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There continues to be a need for ongoing review of the Standards to ensure that best 
practice can be integrated into the accreditation framework in the future. There is also a 
need to establish system-wide measurements to identify the extent of quality improvement 
measures over time, such as quality indicators and surveys. While there are likely to be 
challenges in building capacity to better measure quality improvement in the aged care 
sector, a number of options are presented in more detail in the following section. 
Overall positive impact of accreditation 
Generally, the level of quality in residential aged care was seen positively by stakeholders as 
having improved over the 10 years since accreditation was introduced. Findings from both 
stages of the research linked this improvement to a number of factors (e.g. certification, 
increased consumer participation, community expectations, and quality related initiatives 
introduced by provider). However, stakeholders consistently identified accreditation as the 
most influential factor in driving improvement in the sector. 
The introduction of accreditation was also found to have served a number of functions 
related to quality including to:
•	 Remove	under-performing	homes	from	the	sector;
•	 Set	a	minimum	standard	for	quality;
•	 Raise	the	standards	of	quality	across	the	sector;
•	 Establish	a	degree	of	consistency	across	the	sector;	and
•	 Develop	a	focus	on	continuous	quality	improvement	and	resident-focused	care.
The research also found that accreditation has become more positively received by the 
sector over time with increased experience in the successive rounds of accreditation. 
Understanding of the concepts of quality of care and quality of life
Development of an understanding of the concepts of ‘quality of care’ and ‘quality of life’ was 
necessitated by the overarching research question. The research undertaken throughout 
this project has revealed that there are no clear and agreed definitions for these terms. 
Quality of care and quality of life are theoretical constructs which have been widely used in 
a diverse range of contexts with different interpretations of their meaning. Even within the 
Australian aged care sector the concepts have different meanings for different stakeholder 
groups. This is compounded by the lack of definition provided under the Act which has 
contributed to the lack of consistency in perceptions of the parameters of the terms. 
Professional stakeholders (people who work within the sector) tended to see quality of 
care as pertaining to clinical health care and quality of life as lifestyle related. Residents and 
their families tended not to distinguish between the concepts and saw quality as an overall 
construct encompassing a range of domains or areas which contribute to general quality. 
Within the current project, taking into account the literature and the diverse views of 
stakeholders, the following perspectives on the concepts of quality of care and quality of life 
in the context of residential aged care have emerged:
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•	 Quality of care is the degree to which acceptable standards are met or exceeded in 
relation to:
− Physical, personal, psychological, spiritual and socio-cultural care and support; 
− Medical, nursing and allied health care; and
− Physical facilities.
•	 Quality of life is the degree to which:
− An individual resident’s overall well-being (including level of social activity, physical 
activity and health status) meets their personal expectations, the expectations of 
their carers or the expectations of the community; or
− A group of residents’ overall well-being meets the expectations of the broad 
community.
Stage 1 of the project indicated that the relationship between the two concepts is a 
dynamic one, which varies depending upon the health status of the individual – with quality 
of care making a more significant contribution to the individual resident’s overall quality of 
life as their heath status declines. 
Stage 2 provided evidence that quality of life generally met the expectations of key 
stakeholders – staff who delivered the services and more particularly family carers who had 
close relationships with, and concerns for, the well-being of residents. 
Understanding quality from a resident’s perspective
Understandings of quality of care and quality of life need to reflect the views and 
experiences of residents and family members. As previously mentioned, residents and 
family members did not readily distinguish between quality of care and quality of life and 
perceived ‘quality’ as measure of the overall subjective experience of the lifestyle available to 
an individual in an aged care home. In order to understand residents’ views on quality, five 
general domains were derived from consultations with consumer stakeholders (residents 
and families) undertaken in Stage 1. 
The stakeholder-derived model had a focus on the overall concept of quality, which 
reflected the views expressed by residents and their family members. The domains 
identified were environment, services, interactions, personal factors and health. These 
domains of quality were reviewed positively by stakeholders throughout both stages of the 
project and were found to be positively related to quality in the CR&C Aged Care Surveys. 
These findings reinforce the view that the concepts of quality of care and quality of life are 
theoretical in nature and must be balanced by an understanding of the experience and 
perceptions of residents. 
Residents’ views of quality were highly focused upon lifestyle aspects of the home (more so 
than clinical care aspects of care, which residents expected to be of a high standard). This 
included factors such as a homely and harmonious environment; meaningful relationships 
and interactions; meaningful activities and regular, frequent community access; and 
individualised high quality services (i.e. meals etc.).
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In seeking to understand what was important in determining the quality experienced by 
residents in aged care homes, the CR&C Aged Care Surveys of family carers and care staff 
(who have a high level of contact with residents at the point of care delivery) found that 
important factors in quality for residents included (among other factors): 
•	 The	overall	quality	of	services	(including	things	like	meals);	
•	 Access	to	meaningful	activities	and	a	sense	of	purpose;	
•	 A	home-like	atmosphere;	and	
•	 Staff-resident	interactions.	
These factors were considered to be key drivers of quality for staff and family carers. 
Impact on quality of care and quality of life
The broad stakeholder perception was that accreditation has had a positive impact on 
resident quality of care and quality of life. This improvement was most notable in relation to 
the quality of clinical care or quality of care, with calls for further improvements in relation 
to resident quality of life or lifestyle. This is reflected in both the stakeholder consultations 
and the CR&C Aged Care Surveys. 
Stakeholders employed within the residential aged care workforce (providers, managers 
and staff) as well as representatives from a number of peak bodies representing consumers, 
were positive about the impact of accreditation on the overall quality in the sector. While 
these stakeholders were aware that a number of factors impact on quality in aged care 
homes, they are concerned about the impact of accreditation on:
•	 Resident	lifestyle	and	quality	of	life	–	due	to	reductions	in	the	amount	of	time	staff	have	
to spend interacting with residents; and 
•	 Workforce	stability	–	due	to	factors	such	as	poor	levels	of	staff	retention	and	high	levels	
of workplace stress resulting from the perceived requirements of accreditation and a 
reduction of the time available to spend interacting with residents.
The regulatory framework
Accreditation is a key component of a robust regulatory framework that is grounded in 
good practice. The Aged Care Act 1997 has created significant compliance obligations for 
aged care service providers by making the availability of public funding contingent on 
compliance with a comprehensive range of requirements. The Act is supported by a range 
of principles and regulatory instruments that comprise the aged care regulatory framework. 
Accreditation is one of the requirements. This framework has supported compliance with 
minimum standards across the sector. 
The model of accreditation adopted within Australia reflects best practice in comparison 
with international models and models adopted in other Australian contexts. 
However, the Australian approach to residential aged care accreditation does not have a 
process for the regular review of the Standards, which is inconsistent with other approaches 
internationally and within Australia (e.g. the approach adopted by the Australian Council on 
Healthcare Standards).
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Quality improvement
While there was evidence that accreditation promotes continuous quality improvement, its 
capacity to effectively measure quality in order to stimulate quality improvement is limited. 
The measurement of continuous improvement is embedded in each of the Standards. 
However, the non-prescriptive nature of both the Standards and the accreditation process 
means that improvement in quality is based on the individual focus of the home and is not 
necessarily consistent within the same home over time, or between homes across the sector. 
The Standards, as they are currently structured, are not sensitive to improvement in 
performance over time, particularly for homes already performing to a high standard. The 
high proportion of homes achieving all 44 Expected Outcomes is a positive indication of 
overall quality, but reflects the lack of sensitivity to improvement over time, particularly for 
those high performing homes consistently achieving 44 Expected Outcomes. 
The scale currently used to assess the Standards is not adequate to measure variations in 
performance or to recognise degrees of achievement beyond compliance to a minimum 
standard. 
The initiatives of the Agency to promote quality improvement have included:
•	 Better	Practice	in	Aged	Care	Awards	(introduced	in	2005	developed	from	the	Higher	
Rating Awards);
•	 Seminars	(i.e.	the	Strategic	Continuous	Improvement	Seminar	scheduled	for	2007);
•	 The	Quality	Education	on	the	Standards	(QUEST)	program	delivered	by	quality	
assessors in aged care homes with a focus on continuous improvement. 
These initiatives have provided an educative focus on quality improvement and 
acknowledge efforts related to quality improvement. However they were not designed as a 
measure of quality improvement across the sector. Accreditation measures the achievement 
of a minimum level of quality and can provide a qualitative reference for an individual 
home. The Standards do not allow for measurement of change across time or across the 
residential aged care sector. 
The accreditation process can measure compliance with Expected Outcomes over time. 
However, quality of care to residents and quality of life for residents as the ultimate 
outcomes of accreditation cannot be measured through the Standards currently. The 
Standards are not focused on measuring quality of life – a reflection of the dearth of 
measurement in this area at the time they were developed. Quality of care is generally more 
clearly understood in the sector and reflected in the Standards.
There is a clear focus within the Standards on identifying continuous improvement. 
However, the capacity for measurement to directly inform quality improvement is limited. 
The importance of industry and provider leadership in driving continuous quality 
improvement is evidenced by the many high achieving homes exceeding minimum 
standards and continuing to promote excellence and innovation in care at their own homes 
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and beyond. It was apparent from the stakeholder consultations that factors other than 
accreditation (including the professionalism and commitment of management and staff, 
and the commitment of providers to providing high quality care to residents) were very 
likely to be driving quality to these higher levels. 
Monitoring quality into the future
In order to ensure that the quality of care and the quality of life afforded to residents is of 
a consistently high standard into the future, there is a need to provide a more rigorous 
mechanism for the monitoring of quality and for the identification of areas for improvement. 
This is of particular importance given the increasingly complex care needs of growing 
numbers of older people identified in the literature review. The stakeholder consultations 
and CR&C Aged Care Surveys raised the need for the strategic allocation of resources. In 
view of these issues it is increasingly important to provide mechanisms which allow for the 
efficient and systematic identification of those areas which contribute most to quality and 
which reflect residents’ views on quality. While monitoring of compliance to standards will 
remain paramount, the findings of this project demonstrate the need to consider other 
options to drive quality improvement.
The consulting team recognise the challenges in developing consistent quality indicators 
for acceptance by the sector. It is recognised that this is neither a simple nor a short process. 
Based on observed experience in other sectors, such as acute care hospitals, the CR&C team 
is of the view that these concerns can be addressed through a wide ranging and inclusive 
consultation process, informed by experts.
The use of quality indicators reflects world class best practice in monitoring quality, 
promoting continuous improvement in the health care sector and providing a future 
benchmark for quality. Quality indicators comprise a suite of measures (usually expressed as 
a percentage of ratio, but sometimes as a numeric value) that capture the key elements of 
everyday life in a system or organisation’s performance. They do not attempt to, or need to, 
measure every detail and contingency. More importantly, they need to be seen as a whole 
suite, not a set of isolated factors. 
Australian aged care homes are currently using indicators in the form of quality assessment 
tools, which are used by 43 per cent of all quality managers. However, quality indicator 
suites related to quality of life or resident lifestyle, applicable to the Australian residential 
aged care sector could not be found in an extensive international review of indicators. 
This reflects the perception that quality of life is subjective and therefore not amenable to 
measurement. Resident quality of life is, by definition, subjective. Well-being and lifestyle 
are paramount aspects of quality. These factors can be measured, but such measurement is 
reliant on collection of data from residents, staff and family carers. While this is a valid and 
very useful approach it must be acknowledged that this type of research can be challenging 
and resource intensive. 
The development of indicators for resident quality of care and quality of life provides 
Australia with an opportunity to be at the leading edge of promoting high quality aged care 
homes internationally. 
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The use of the CR&C Aged Care Surveys in this project also proved to be an efficient and 
robust method for providing evidence of the standard of quality in aged care from a 
stakeholder’s perspective. This approach has demonstrated a capacity to provide data 
at both the level of the individual home and across the sector from the perspectives of 
multiple stakeholder groups. The data yielded through these surveys not only provided a 
measure of stakeholder views of the performance of homes in providing a high quality of 
care and life, but also identified the specific factors which drive stakeholders’ assessments of 
quality. 
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Summary of options for consideration
The options for consideration presented in the following section have been developed  
to address the broad purpose of the project which was to:
1. Assess the impact of accreditation on the delivery of quality of care and quality of life  
to residents in aged care homes; and
2. Having regard to the findings of the project and other performance and benchmarking 
assessment systems, identify options for the measurement of quality improvement  
in the future provision of world class care.
Based on consideration of the project objectives and purpose, the two key areas of focus 
for this project were to explore how accreditation has influenced residential aged care 
in Australia and to look ahead towards practical ways of measuring and monitoring 
quality improvement and performance in aged care homes into the future. Options for 
consideration were developed arising from the findings of this project. 
The central finding of the project has been that the existing system of accreditation has 
achieved the direction intended. The project found that the structure of accreditation using 
an independent authority with outcomes of assessments linked to sanctions including, 
ultimately, financial penalties has achieved this impact. 
The project has also found that, while the system is fundamentally sound, there is room for 
improvement. This has been identified consistently by stakeholders throughout the course 
of the project. Stakeholders identified that operational aspects of accreditation, particularly 
the administrative aspects of the accreditation process, can be improved. The research and 
expert consultation identified improvement could be achieved through the introduction 
of an ongoing review mechanism for the Standards to ensure they continue to reflect best 
practice in the industry. 
The current model of accreditation is appropriate 
The process of accreditation, whereby the Agency as an independent entity is responsible 
for surveying aged care homes to assess compliance with the Accreditation Standards, is 
appropriate.
Rationale
The available evidence that has been analysed in the course of this project has 
demonstrated that accreditation has had a positive impact on the quality of care and quality 
of life for residents of Australian aged care homes. 
xviii Summary of options for consideration
It is appropriate to link the availability of public subsidy of aged care homes to 
achievement of accreditation.
Rationale
The compliance regime is fundamental to the ultimate success of accreditation in 
maintaining national improvement in the minimum standards of care and driving quality 
improvement. The consultations found that providers, management and staff expressed a 
strong commitment to delivering services that achieved a good quality of care and quality 
of life for residents. However, in the absence of a meaningful financial sanction, it would be 
highly likely that some providers would assess the cost of complying with their regulatory 
responsibilities as higher than the cost of avoiding them. The CR&C team considers that, on 
balance, the compliance regime is appropriate. 
Enable periodic review of the Accreditation Standards
The Government could improve the quality of the accreditation process and reflect 
developments in the field by establishing a process for regular review of the Accreditation 
Standards. This process should involve all stakeholder groups including residents, their 
carers and representatives. 
Rationale
The Accreditation Standards have now been in force since 1997. During that time the quality 
culture of the sector has matured. The Standards do not currently have a review mechanism 
to ensure that improved best practice can be incorporated into the Standards. The 
Accreditation Standards should be subject to regular review consistent with international 
best practice in quality improvement and performance indicators. 
Review the operational aspects of the accreditation process
Aged care homes have identified the administrative requirements associated with gaining 
and maintaining accreditation as burdensome. These administrative requirements could be 
reviewed.
Rationale
A very strong view was consistently expressed by stakeholders consulted in the course of 
this project that the administrative requirements of accreditation for homes are extremely 
burdensome although some providers report that they are managing the accreditation 
process better as they become more familiar with the requirements. 
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Recommended options to measure quality 
improvement into the future
The following three options, derived from the findings of the project, are forward focused 
and aim to drive quality improvement into the future.
Option 1:  Develop a resident-focused quality indicator suite.
The draft quality indicator suite developed in this project could be used as the basis for 
the development of systematic measures of quality, quality of care and quality of life to 
enable the measurement of quality improvement into the future. Any indicators should be 
developed as a suite rather than as single measures.
Rationale
The evaluation of the impact of accreditation has been constrained by the availability of 
nationally consistent measures of quality, quality of care and quality of life . The project 
has identified that most, if not all, aged care homes collect quality of care information as 
standard practice in the management of care and the majority of homes are using formal 
quality assessment tools or external quality managers. 
Option 2:  Implement surveys to provide a foundation for quality 
of care and quality of life measures.
The staff and carer surveys developed in the course of this project (supplemented by a 
resident survey) could be repeated biennially in 2008, 2010 and 2012 to provide measures 
of stakeholder views into the future. 
Rationale
The CR&C Aged Care Surveys for staff and family carers developed for this project provide 
national benchmark measures of quality which can enable the measurement of change at 
a national level over time. These surveys can form part of the suite of quality indicators but 
can be implemented separately. They can provide national measures of quality of care and 
quality of life over the population of aged care homes independently from the accreditation 
system. 
Option 3:  Develop a resident survey to provide a national 
measurement of quality of life in residential aged care homes.
A short (approximately two page) resident survey to measure the resident perspective of 
quality of life could be developed. The survey would be able to report on national quality of 
life outcomes and be administered by an organisation that is clearly independent of aged 
care providers.
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Rationale
In order to improve consumer confidence and to ensure that homes reflect the needs and 
expectations of residents, measures of quality must include a focus on quality of life. This 
will require subjective measures of quality of life. A consistent measurement of resident 
views is essential to ensure a complete suite of quality indicators. The resident perspective is 
a necessary element of any quality of life measurement. 
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Terms and acronyms 
Key definitions
For the purposes of the project, the following definitions have been adopted:
‘The Act’ refers to the Aged Care Act 1997. The Act established the regulatory framework 
for residential aged care in Australia. It includes the Accreditation Standards and the 44 
Expected Outcomes in addition to a number of other regulatory elements. The Act requires 
approved providers of residential aged care homes to comply with the Accreditation 
Standards, and limits the availability of public funding to those services that achieve 
accreditation. 
Accreditation refers to a system where an external, independent authorised body assesses 
an organisation’s compliance with a set of defined standards or criteria. Accreditation of 
aged care homes in Australia involves assessment of each residential aged care service by 
the Accreditation Body (the Agency) against the Accreditation Standards. An aged care 
home is assessed as compliant or non-compliant.
Accreditation Standards are standards against which the quality of care and quality of 
life for the provision of residential care are assessed. They are incorporated within the 
Quality of Care Principles, which are disallowable instruments under the Act. There are four 
Accreditation Standards: management systems, staffing and organisational development; 
health and personal care; resident lifestyle; and physical environment and safe systems. The 
Accreditation Standards include the 44 Expected Outcomes against which aged care homes 
are assessed for accreditation.
Aged Care Assessment Teams (ACATs) conduct mandatory pre-admission assessments of 
people entering residential aged care or for those requiring a package program to stay in 
their own home. 
Aged care homes refer to organisations providing residential aged care. Prior to the 
introduction of the Act these were referred to as nursing homes and hostels. 
Agency is the Aged Care Standards and Accreditation Agency Ltd. It is an independent 
company, wholly owned by the Australian Government that has been appointed as the 
Accreditation Body under the Act for the purpose of accrediting and monitoring aged  
care homes.
Approved provider is a person or body approved as specified by the Act to provide 
residential aged care. An approved provider is a person or body in respect of which an 
approval under Part 2.1 of the Aged Care Act 1997 is in force, and, to the extent provided for 
in Section 8-6 of the Aged Care Act 1997, includes any state or territory, authority of a state 
or territory or local government authority. Approved providers may deliver services through 
one or more aged care homes.
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Department is the Australian Government Department of Health and Ageing.
Family carers are family members and unpaid carers for residents of aged care homes. 
Performance indicators provide a measurement for a specific aspect of program 
performance. This is usually expressed as a percentage, index, or rate collected at regular 
intervals that permit comparison between organisations or systems and over time.
Principles refers to the Quality of Care Principles 1997 (with which approved providers are 
required to comply, by application of section 54.1 of the Act). The Principles are disallowable 
instruments under the Act and include the Standards which specify the 44 Expected 
Outcomes of accreditation.
Project is this current project to ‘Evaluate the Impact of Accreditation on the Delivery of Quality 
of Care and Quality of Life to Residents in Residential Aged Care Homes’. 
Quality of care generally includes the degree to which acceptable standards are met or 
exceeded in relation to:
•	 physical,	psychological,	spiritual	and	socio-cultural	care	and	support;
•	 medical,	nursing	and	allied	health	care;	and
•	 physical	facilities.
Quality of life generally includes the degree to which:
•	 an	individual	resident’s	overall	well-being	(including	level	of	social	activity	and	health	
status) meets their personal expectations, the expectations of their carers or the 
expectations of the community; or
•	 a	group	of	residents’	overall	well-being	meets	the	expectations	of	the	community.
A high quality of care generally is necessary, but not sufficient, to ensure a high quality  
of life.
Quality indicators provide a source of information that contributes to an overall picture 
of the quality of care or services delivered. Indicators are not absolute measures of quality: 
the action triggered in response to indicator data determines their usefulness. Indicators, 
properly used, will initiate the continuous improvement cycle in the form of targeted further 
investigation to determine whether an indicator has identified a trend of sub optimal care, 
a seasonal variation or a one off event. Indicators will usually be tested for validity and 
reliability as part of their development, to exclude the possibility of too many false results, 
but as indicators are not absolute measures, judgements of quality should not be made 
solely on indicator data alone. 
Regulatory framework for residential aged care in Australia includes the constitutional 
basis for regulating residential aged care, the structure of the Act, the quality framework 
established under the Act, the responsibilities of approved providers and regulation 
through accreditation. It also includes other regulatory strategies that enhance user rights, 
the process of approval and classification of residents of aged care services, the process of 
certification of aged care services.
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Residential aged care is referred to in the Act as personal care or nursing care, (or both) 
provided to a person in a residential aged care home in which the person is also provided 
with accommodation that includes:
(i) appropriate staffing to meet the nursing and personal care needs of the person; and 
(ii) meals and cleaning services; and
(iii) furnishings, furniture and equipment for the provision of that care and accommodation.
Residents of aged care homes are persons residing in an ongoing placement in a residential 
aged care service as specified in the Act. 
Stakeholders in the aged care sector are people or organisations who have in interest 
in receiving or providing residential aged care. The most important stakeholders are 
residents. Other stakeholders include family carers, care staff and managers of aged care 
homes; approved providers and their representatives and board members; staff and 
board members of the Agency; peak bodies representing providers of residential care and 
consumers; general practitioners; allied health professionals and medical specialists working 
in the aged care area. The Australian Government, through the Department is also an 
important stakeholder. Prospective residents, their families and carers are also stakeholders 
in the sector. 
Table 1: Acronyms used in this report
ACAT Aged Care Assessment Team
ACOVE Assessing Care of Vulnerable Elders
AIHW Australian Institute of Health and Welfare
AMSRS Australian Market and Social Research Society
ANAO Australian National Audit Office
CACP Community Aged Care Package
EACH Extended Aged Care at Home
FSANZ Food Standards Australia New Zealand
HPPA Hospital Purchaser – Provider Agreements
NCAC National Childcare Accreditation Council
NOHSC National Occupational Health & Safety Council
TRC Technical Reference Committee
WHO World Health Organisation
WHOQOL World Health Organisation’s Quality of Life Assessment
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1. Introduction
This report is the final report for the project to ‘evaluate the impact of accreditation on the 
delivery of quality of care and quality of life to residents in residential aged care homes’ (the 
project), which Campbell Research & Consulting (CR&C) was commissioned to undertake 
by the Australian Government Department of Health and Ageing (the Department) in 
November 2004.
The objective of the project was to:
‘... develop an evaluation methodology and evaluate the impact of accreditation on the 
delivery of quality of care and quality of life to residents in residential aged care homes and 
to identify improvement and performance and benchmarking assessment systems to take 
the provision of world class care for Australian residential aged care into the future.’ 
The broad purpose of the project specified in the Request for Tender was to:
•	 Assess	the	impact	of	accreditation	on	the	quality	of	care	and	quality	of	life	of	residents	
of aged care homes; and
•	 Having	regard	to	the	findings	of	the	project	and	other	performance	and	benchmarking	
assessment systems, identify options for the measurement of quality improvement in 
the future provision of world class care.
Based upon consideration of the project objective and purpose, a key focus of this project 
was to explore how accreditation has influenced residential aged care in Australia. The 
project considered options for monitoring quality into the future. This project was not 
intended as an evaluation of the Agency or its processes.
This report integrates results from the various project phases, including a literature review, 
regulatory analysis, quality indicator analysis, consultation and stakeholder surveys to 
provide a comprehensive evidence-based discussion of the issues and findings arising from 
the project. 
1.1 Background to the project 
The population of Australia is ageing and both the number of older Australians and the 
proportion of older persons relative to the total population is projected to increase over 
the next 40 years. Although the great majority of older Australians are experiencing 
unprecedented levels of life expectancy, health status, employment, family support and 
community participation, meeting the future needs of an ageing population is the cause of 
much economic, health, welfare and social debate.
The Australian Government, through the Department, has recognised the importance of an 
ageing population, and placed the health and well being of older Australians as one of its six 
key strategic objectives in order to ensure:
2 Introduction
‘…choice and access to appropriate community based and residential aged care 
services for older Australians, support for carers and industry, and a whole-of-
government approach to the challenges of an ageing Australian population.’
The ageing of the Australian population has resulted in increased expenditure on services, 
including residential services for older people. Residential aged care represents a substantial 
proportion of the budget measures for the Australian Government. Expenditure on 
residential aged care subsidies and supplements through the Department was $5.3 billion 
in 2005–06.
In 1997 the Aged Care Act 1997 (the Act) was passed by the Australian parliament. The 
Act included a wide range of provisions to reform the delivery of residential aged care. 
One of the provisions in the Act was the establishment of the Aged Care Standards and 
Accreditation Agency (the Agency) as an independent authority to assess aged care 
homes against 44 Expected Outcomes across four Accreditation Standards. Accreditation is 
required for providers of residential aged care to be eligible for funding from the Australian 
Government. Accreditation by an independent authority was a mechanism to assure both 
government and the community that services provided to consumers meet recognised 
standards. 
After the establishment of the Agency, the first round of accreditation was completed 
in June 2001 when 2905 homes were accredited by the Agency. The third round of 
accreditation was nearing completion at the time of writing this report. 
The Two Year Review of Aged Care Reforms (the Gray Review), a comprehensive assessment 
of the impact on the residential aged care system of the major legislative reforms 
implemented in 1997, concluded that:
‘There is evidence of acceptance of the new system by stakeholders, of considerable 
progress towards the targeted improvements in quality of care and accommodation 
and of optimism for the future of the sector generally.’ (Gray 2001b) 
The Gray Review recommended that the Department and the Agency:
‘… undertake to give further consideration to processes and outcomes of accreditation 
following the first round of assessments to assist in the development of future 
monitoring of quality of care.’ (Gray 2001b, p. 93)
In May 2003 the Australian National Audit Office (ANAO) completed a Performance Audit of 
the Agency, the objective of which was:
‘… to form an opinion on whether the Agency’s management of the residential aged 
care accreditation process is efficient and effective.’ (The Auditor-General 2003) 
The ANAO concluded that the Agency had successfully assessed all aged care homes as 
required by the Act and had identified its legislative responsibilities and implemented an 
adequate process to meet them. The ANAO noted, however, that:
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‘… one of the Agency’s objectives … is to “enhance quality of life for residents”. While  
a number of factors and entities contribute to the quality of care provided to residents, 
the Agency does not yet have a way to assess the outcome of its accreditation and 
monitoring work on the residential aged care industry.’
The ANAO made a number of recommendations relevant to the internal mechanisms  
of the Agency, which are being addressed. The ANAO also recommended that an evaluation 
should be planned of the impact of accreditation on the quality of care in the residential 
aged care industry.
In August 2003, the Joint Committee of Public Accounts and Audit (the Joint Committee) held 
a public hearing to examine the ANAO Report. The Joint Committee recommended that the 
Agency should ‘broaden the focus of the quality assessment data currently used for accreditation 
purposes to include quality-of-life information experienced industry wide by residents of aged 
care homes’ with a data collection mechanism that does not impose additional costs on the 
residential aged care homes nor further complicate the accreditation system. 
The Department issued a public Request for Tender to meet the recommendations of 
the ANAO and the Joint Committee in 2004. Following a competitive process CR&C was 
commissioned to conduct the project. The CR&C methodology for the project was designed 
to obtain evidence from a wide variety of sources in the context of a lack of available 
benchmarks against which change could be measured and the multi-faceted nature of the 
1997 reforms. 
A two-stage approach was used. The first stage of the project was concerned with 
establishing a foundation of evidence to inform the overall project. The second stage of the 
project was focused primarily on measuring the impact of accreditation and developing 
options for monitoring quality into the future.
1.2 Technical Reference Committee (TRC)
A Technical Reference Committee (TRC) of key stakeholders was established in November 
2004 to provide guidance and advice to the project. The objective of the TRC was to ensure 
full consideration of the views of the industry, consumers, carers, and care staff, as well as 
the principles of quality and safety.
The members of the TRC were representatives of a broad range of stakeholders including 
consumers, carers, industry (private sector), industry (religious/charitable sector), safety and 
quality specialists, workforce, the Agency and the Department. 
The TRC provided valuable consultation, review and comment on all project deliverables. 
Membership of the TRC is detailed in Appendix A.
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1.3 This report
This report integrates the evidence developed from all the various phases of the project and 
integrates the findings of the Literature Review, the Regulatory Review (including the analysis 
of accreditation systems), the qualitative research with stakeholders, the CR&C Aged Care 
Surveys of quality managers, care staff and family carers and the development of draft quality 
indicators to evaluate the impact of quality of care and quality of life to residents in residential 
aged care homes. The report draws upon the findings of all elements of the project. 
There are eight sections to this report:
•	 Section 1: Introduction. This section introduces the project background and the 
context in which the project objectives were developed for the Request for Tender.
•	 Section 2: Methodology. This section reviews the project scope and the logic behind 
the methodology, which was developed to evaluate the impact of accreditation in a 
context where there was no established benchmarks or comparative interventions and 
where accreditation was one of a number of initiatives that may impact on quality of 
care and quality of life in residential aged care.
•	 Section 3: Aged Care in Australia – Setting the Context. This section reviews the 
overall context of aged care issues in Australia and provides the contextualisation for 
accreditation.
•	 Section 4: The Aged Care Accreditation System . This chapter focuses on accreditation 
as a mechanism for quality improvement in the context of incentives provided in a 
regulatory framework for improving quality in residential aged care.
•	 Section 5: Understanding Quality of Care and Quality of Life. The focus of this chapter is 
on understanding quality of care and quality of life. An understanding of the concepts 
of quality of care and quality of life and their relationship to each other is fundamental to 
assessing the impact of accreditation on quality of care and life in residential aged care.
•	 Section 6: The Impact of Accreditation on the Delivery of Quality of Care and Quality of 
Life. The focus of this chapter is on the impact of accreditation in improving the delivery 
of quality of care and quality of life for residents. 
•	 Section 7: Quality Improvement. This chapter focuses on a key element of the project: 
‘Having regard to the findings of the evaluation, and other performance and benchmarking 
assessment systems, identify options for the measurement of quality improvement in the 
future provision of world class care’. 
•	 Section 8: Future Directions – Options for Consideration Arising from the Findings of 
the Project. This chapter focuses on future considerations for quality improvement, 
particularly in regard to the use of quality indicators in the residential aged care sector. 
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2. Methodology
There were particular challenges in assessing the impact of accreditation on quality 
of care and quality of life in residential aged care. The methodology was developed to 
accommodate: the constraints of a social policy measure that was introduced to improve 
quality across all aged care homes; the lack of quantifiable benchmark measures against 
which change could be evaluated; and the confounding influence of a raft of other policy 
measures introduced to improve quality as well as the increased dependency of residents.
First, the most robust methodology to measure the impact of a program is experimental 
design using a case control or case comparison methodology where a measure is applied to 
a group while a similar group is not subject to the intervention. This is seldom feasible in the 
development of social policy and was not possible in the implementation of accreditation 
which was required to be applied to the entire population of residential aged care homes.
Second, measuring change in quality of care and quality of life over the period for which 
accreditation has been implemented was not possible because there were no benchmark 
measures established across the populations either before or in the early stages of 
implementation.
Third, accreditation was part of a package of reforms introduced as part of the Act and 
subsequently as part of the government’s reform process, thus making difficult the 
separation of the impact of accreditation from other measures including:
•	 Certification	which	required	the	building	to	meet	minimum	requirement	to	be	eligible	
for funding;
•	 The	requirement	for	approved	providers	to	maintain	an	adequate	number	of	skilled	
staff to ensure that the care needs of residents are met;
•	 An	internal	complaints	system	provided	for	the	Department’s	Aged	Care	Complaints	
Resolution Scheme; 
•	 A	Charter	of	Residents’	Rights	and	Responsibilities;
•	 Independent	advocacy	services,	which	operate	in	each	state	and	territory;	and	
•	 A	Community	Visitors	Scheme.
Improved regulation of areas such as food safety, fire safety and occupational health 
and safety by state and territory governments has also occurred over the accreditation 
introduction period. 
Finally, the population of residents has been becoming more dependent with Aged Care 
Assessment Teams (ACATs) referring a higher proportion of high dependency persons to 
residential aged care, as more community-based services have become available.
In the absence of benchmarks of performance monitors measuring quality of care and 
quality of life, a multi-dimensional methodology, focusing on structural and process features 
of the accreditation system and their consistency with known good practice, was employed. 
Empirical data to measure the perceptions of the impact of accreditation was collected. 
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This was achieved using a structured systematic approach to validate the findings. First, a 
qualitative approach to stakeholder consultation was employed using focus groups and in-
depth interviews with a comprehensive range of stakeholders. These ranged from residents 
(including non-English speaking residents) to peak bodies and health professionals. A full list 
of stakeholder organisations is provided as Appendix B. The in-depth qualitative findings were 
quantified across the population of three key stakeholder groups who are closely involved 
with everyday services delivery and likely to have had sufficient experience to identify the 
impact of accreditation. These were: family carers, care staff and quality managers. 
Agency data on accreditation outcomes, including expected outcomes achieved by aged 
homes, were also analysed.
Following an assessment of the impact of accreditation, the project sought ‘to develop 
options and make recommendations for the measurement of quality improvement and 
performance and benchmarking systems in the future’. This component of the project was 
addressed through the development of a draft suite of quality indicators. The use of surveys 
has also been presented as a further option to provide an empirical foundation for the 
future benchmarking and monitoring of quality. 
2.1 Scope of the project
There is a widespread belief that accreditation improves quality of care in the health 
and human services sector generally. This is evidenced by the practice of implementing 
accreditation in a wide range of services. However, there is a lack of specific research 
evidence to confirm this belief. The main task for the project was to identify the evidence 
and implement a methodology to advise the Australian Government on the impact of 
accreditation on quality of care and life in residential aged care homes. The methodology 
was designed to address the impact of accreditation as a national system that has been 
applied to the population of residential aged care providers. 
The project was not intended as an evaluation of the Agency or Agency processes. The 
methodology was not designed to evaluate the work of the Agency. However, a number of 
issues related to the Agency and the accreditation process were identified by stakeholders, 
without prompting, as impacting on quality of care and quality of life for residents. These 
have been identified in reporting for the project.
The focus has been on accreditation as the regulatory framework intended to ensure 
minimum standards of care and improve quality of care and quality of life for residents in 
Australian residential aged care homes. The structure and application of the accreditation 
system was designed to promote world class care for residents of aged care homes.
In looking to the future, the project has developed a suite of draft quality indicators as an 
option for future measurement of quality improvement in the future. Quality indicators are 
the approach identified in the course of this project as best practice in quality monitoring 
and in promoting continuous improvement. Implementation of quality indicators, piloting 
or testing was not included in the scope of the project. As a result of the project, the option 
for using surveys to provide a benchmark of quality is also presented. 
7Methodology
2.2 Structure of the project
Due to the complexity of the research question and the need to provide a sound evidence 
base from multiple sources, a number of different social research methods were employed 
in this project. The two stages, each with multiple phases, were based on an iterative 
approach devised to ensure that information from each phase was fed back into the 
research process to create a systematic cycle of enquiry to ensure that learnings from one 
phase informed the project as whole.  
Throughout the project, qualitative data was collected from stakeholders and analysed. 
This was an important element in ensuring that the project was well grounded in the views 
and experiences of stakeholders. The qualitative research allowed relevant issues to be 
raised and explored, while also allowing for the direct exploration of issues related to the 
research questions (i.e. ‘What has been the impact of accreditation in aged care homes?’). 
The inclusion of stakeholders from across Australia, using recruitment strategies to ensure 
the widest range of possible views was included, provided an internal validity framework to 
confirm the consistency of opinion and identify divergent or idiosyncratic views which were 
tested in the quantitative CR&C Aged Care Surveys. 
The qualitative data played an essential role in informing the quantitative phases of the 
research which focused on the CR&C Aged Care Surveys of key stakeholder populations. By 
informing the survey development, the qualitative research ensured that the issues important 
to stakeholders, including residents, were included and quantified. The survey instruments 
established a national measurement of the perceptions of the impact of accreditation on 
quality of care and quality of life for residents of aged care homes. This required establishing 
benchmark measures of quality of care and quality of life which could provide a robust 
foundation for future measurement of quality improvement at a national level. 
This project, which spanned two years, presents results which are informed by extensive 
national rounds of consultation with a diverse range of stakeholders, professionally 
conducted academic desk research and robust quantitative research. The scale of this 
project is unprecedented in the literature and reflects a commitment to inclusive research 
which produces robust and reliable findings.
2.2.1 The two stage approach
The research methodology is outlined in Figure 2.
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Figure 2: Achieving the project objectives
The first stage of the project, which was finalised in April 2006, focused upon providing 
evidence from existing literature, the current legislative and regulatory framework, and 
broad consultation with key stakeholders (including residents, families, carers, providers, 
staff, medical specialists and peak bodies). (For list of stakeholder organisations consulted 
see Appendix B) These consultations provided an opportunity for a wide range of 
stakeholders to express their views on topics related the impact of accreditation, attributes 
of quality, quality of care and quality of life. This evidence provided the foundation for 
developing options for the measurement of the impact of accreditation.
Stage 2 built upon the evidence base established in Stage 1. Stage 2 had a dual focus on 
measuring the impact of accreditation and developing a suite of draft quality indicators 
as an option for monitoring future improvement in the quality of care and quality of life of 
residents in aged care homes. 
This second stage involved detailed discussion among a group of invited experts at a Quality 
Indicator Workshop, providing these experts with the opportunity to contribute to the 
development of a draft suite of quality indicators appropriate to residential aged care. Other 
components included extending the Literature Review conducted in Stage 1, consultation 
(related to the draft suite of quality indicators) with associations representing residents, an 
online consultation with selected stakeholders to collect feedback on the draft suite of quality 
indicators and a national quantitative survey of stakeholders in the aged care sector.
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2.2.2 Stage 1: Establishing the foundation
The first stage of the project was comprised of a number of interrelated phases which 
provided a foundation of evidence from: existing literature; the current legislative and 
regulatory framework in which accreditation is grounded; and consultation with a 
broad spectrum of stakeholders in residential aged care. Stage 1 entailed the following 
components:.
1. Preliminary Legislative Analysis
The project commenced with a review and analysis of the regulatory framework that 
applies to residential aged care. This was undertaken by DLA Phillips Fox Lawyers, led by 
Dr Heather Wellington. The review comprised the identification, review and analysis of all 
relevant material that relates to accreditation of Australian residential aged care homes. 
The review considered the Act, regulations, principles and standards, the legislative history, 
relevant academic and professional publications, the Accreditation Standards and expected 
outcomes, relevant administrative decisions and previous reviews of the accreditation 
system that applied to residential aged care. 
The Regulatory Analysis was undertaken to provide a foundation for the analysis of 
accreditation and government policy and to facilitate comparison with international models 
of regulation and those used in other fields including acute health, food safety, occupational 
health and safety and child care. This analysis provided insight into the working of the 
regulatory framework, as well as the objectives and intentions of the Act in promoting 
compliance and supporting continuous improvement. For further details see Section 4.
2. Literature Review
A review and analysis was conducted of the international literature relevant to quality 
of care and quality of life, and the role of accreditation, performance measures and 
benchmarks, in ensuring and/or promoting safety, quality and quality improvement in aged 
care and related settings. The Literature Review described: 
•	 The	regulatory	framework	for	residential	aged	care	in	Australia,	including	the	rationale	
for regulation, the evolution of the current approach, the constitutional basis for 
regulating residential aged care, the structure of the Act, the quality framework 
established under the Act, the characteristics and responsibilities of approved 
providers, other regulatory strategies that enhance user rights, the process of approval 
and classification of residents of aged care homes, the process of certification of aged 
care homes, and regulation through accreditation;
•	 Frameworks	for	defining	and	measuring	quality	of	care	and	quality	of	life	in	residential	
aged care settings;
•	 Clinical	measures	to	assess	quality	of	care	and	quality	of	life	for	residents	of	aged	care	
homes;
•	 Socio-cultural	measures	to	assess	quality	of	care	and	quality	of	life	for	residents	of	aged	
care homes;
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•	 The	general	approaches	to	measuring	quality	in	health	and	residential	aged	care	to	
provide a perspective of accreditation as one of a number of approaches to regulation;
•	 Current	issues	and	approaches	to	accreditation	in	the	health	and	aged	care	sectors,	
focusing upon the historical application of accreditation, differences and similarities 
between international approaches to accreditation, and the limitations observed in 
accreditation systems; and
•	 The	approach	to	accreditation	in	the	aged	care	sector	in	Australia,	including	the	
regulatory requirements for accreditation, the responsibility of approved providers to 
comply with the Accreditation Standards, the accreditation requirement, the structure 
and role of the Agency, the Accreditation Standards and process, sanctions able to be 
imposed under the Act, and other regulatory requirements of residential aged care 
providers. 
The Literature Review provided a foundation of evidence which has informed all other 
elements of the project. It underpinned the approach taken to the Stakeholder Consultation 
and provided a theoretical basis for the analysis of data yielded through the consultations. 
It identified measures and approaches used to achieve quality improvement and played a 
significant role in shaping both the approach taken to the CR&C Aged Care Surveys and to 
the content of the surveys. For further details see Section 4.
3. Regulatory analysis
A descriptive and comparative analysis was conducted of: the structure of the residential 
aged care system; the content of the Accreditation Standards; the accreditation process; and 
known outcomes of accreditation. It examined the content of the Accreditation Standards; 
accreditation process and known outcomes from the first two rounds of accreditation 
conducted in Australia. Findings from the review were compared with other models of 
accreditation in health related settings such as centre-based long-day child care, food 
safety, occupational health and safety; and acute hospital care. The Australian model was 
compared with approaches in the United States of America and United Kingdom. 
In addition to informing the overall project, the comparison to other systems contributed to 
an assessment of the impact of accreditation and informed consideration of future options 
for the measurement of quality. For further details see Section 4.
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4. Qualitative research and consultation with key stakeholders (Stakeholder 
Consultations)
Qualitative research and consultation with key stakeholders was undertaken between May 
and August 2005. These consultations were comprised of 34 focus groups or forums and 45 
in-depth interviews. This extensive national consultation involved stakeholders with direct 
experience in aged care homes including residents, family members and friends, direct care 
staff, nurses, providers, allied health and medical professionals, managers of residential aged 
care homes and quality assessors. Consultations were conducted with residents from non-
English speaking backgrounds (Greek, Chinese and Russian) and managers of Indigenous 
Australian aged care homes. The approach to the qualitative research drew heavily upon 
the knowledge yielded through the earlier Literature Review. The purpose of this qualitative 
research was to:
•	 Ensure	that	the	views	of	residents	and	their	families	were	reflected	throughout	all	
stages of the research;
•	 Provide	a	qualitative	evidence	base	on	stakeholders’	views	of	the	system	and	impacts	of	
accreditation and change;
•	 Promote	understanding	of	the	important	aspects	of	quality	from	a	consumer’s	
perspective;
•	 Inform	the	design	of	the	CR&C	Aged	Care	Surveys	of	quality	managers,	care	staff	and	
family carers; and 
•	 Inform	the	development	of	future	approaches	to	monitoring	of	quality	and	the	
development of the draft quality indicator suite. 
Consultations were undertaken with peak bodies including industry, agency 
representatives, consumer groups, professionals and carers groups/representatives. A 
total of 18 peak bodies were included in this process. Consultation with stakeholder 
organisations focused on the extent to which accreditation impacted on quality, quality of 
care and quality of life for residents. The consultation also provided the empirical foundation 
to identify the elements of quality and quality improvement.
This was undertaken to:
•	 Provide	insight	into	sentinel	issues	which	might	impact	on	the	sector;
•	 Consider	views	on	accreditation	and	quality	related	maters	from	the	perspective	of	
informed stakeholder representatives; and
•	 Identify	how	the	qualitative	consultation	with	‘grass	roots’	stakeholders	was	consistent	
with professional advocate’s views on the impact of accreditation and other factors 
likely to impact on quality.
The qualitative research undertaken in these consultations identified the full range of 
perspectives and was used as the basis for developing the quality framework used for the 
survey and the development of the quality indicators. 
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5. The technical quality indicators workshop
The workshop with experts in aged care quality indicators was conducted during Stage 2 of 
the project.
The findings of the first stage of the research formed a major part of the discussion about 
quality measurement among technical experts including consumer representatives, aged 
care and quality measurement experts. 
The quality framework derived from the Stakeholder Consultations was presented at 
the workshop. This quality framework identified domains of quality that informed the 
development of the CR&C Aged Care Surveys and quality indicators in Stage 2. Following 
feedback from the experts at the quality indicator workshop, the framework was further 
developed and used as the basis of the initial indicator development and as the basis for the 
measurement of perceptions of the current levels of quality of care and quality of life in  
the surveys. 
2.2.3 Stage 2: Measuring the impact and looking to the future
The second stage of the project comprised two parallel components reflecting the two 
project objectives of measuring the impact of accreditation and the development of a suite 
of draft quality indicators as an option for measuring future improvement in the quality of 
care and quality of life of residents in aged care homes. This stage comprised the phases 
outlined in the following section. 
6.  Surveys of quality managers, care staff and family carers to measure the impact  
of accreditation on quality of care and quality of life (the CR&C Aged Care Surveys)
The CR&C Aged Care Surveys obtained a quantitative measurement of the perceptions 
of the impact of accreditation across the population of each of the three key stakeholder 
groups (quality managers, care staff and family carers). Residents were not included in 
the surveys because the qualitative research with residents conducted in Stage 1 clearly 
identified that, while residents had clear views on quality, they were not in a position to 
provide a view of the impact of accreditation.
CR&C used the work for the first stage of the project, particularly the Literature Review and 
the qualitative research with key stakeholders to design a survey instrument that would 
provide a measure of the perception of the level of quality of care and quality of life in 
Australian residential aged care.
As well as identifying the three key stakeholder groups’ perception of the extent to which 
accreditation had impacted on quality of care and quality of life, the surveys provided a 
benchmark measure of quality in residential aged care against which future improvements 
can be measured. For further details see Sections 6 and 7. 
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7. Development of a draft suite of quality indicators
To address the project’s objectives of identifying ‘improvement and performance and 
benchmarking assessment systems to take the provision of world class care for Australian 
residential aged care into the future’, CR&C developed a draft suite of quality indicators. This 
process was led by CR&C associate Dr Cathy Balding, an expert on the development of 
quality indicators and quality improvement in the health care sector.
This quality indicator development: 
•	 Commenced	with	extending	the	Literature	Review	and	accreditation	systems	review	
conducted in Stage 1; 
•	 Presented	the	initial	draft	suite	of	indicators	to	a	workshop	of	experts	from	across	
Australia to examine range of available quality indicators in the context of the 
Accreditation Standards framework; 
•	 Reviewed	the	refined	draft	suite	of	quality	indicators	using	an	online	consultation	with	
workshop participants and interviews with organisations representing consumers; and
•	 Refined	the	indicators	in	the	light	of	the	online	consultation	results.
The draft set of indicators is presented as the basis for further consideration and 
development with the sector. For further details see Sections 6 and 7.
8. The final report
The final report draws together the findings of the outputs of the earlier phases of the 
project. (See Section 2.3) The structure of this report is outlined in Section 1.3.
2.3 The final report sources of evidence
This report draws upon the evidence base established in the previous stages of the project. 
The findings of the previous phases of the research are referred to throughout this report in 
order to provide an integrated and solid evidence base for the evaluation. Key elements of 
the evidence base referred to in this report are presented below with their abbreviated title 
presented in parentheses:
•	 Stage	1:	Sources	of	evidence:	
− The Literature Review and Preliminary Legislative Analysis (Literature Review).
− Description and Comparative Analysis of Structure, Accreditation Standards, 
Accreditation Survey Process and Outcomes (Regulatory Analysis).
− The Stakeholder Consultation Report (Qualitative Research and Stakeholder 
Consultation).
•	 Stage	2:	Sources	of	evidence:
− The Quality Indicator Development Report (Quality Indicator Development).
− The Report on the Aged Care Surveys (CR&C Aged Care Quality Surveys).
− The Final report (Final Report).
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3. Aged Care in Australia – Setting the Context
As increased numbers of people live longer, healthier, more active lives and continue to 
contribute to the community and the workforce, it is likely that society will redefine the way 
it views ageing and look more positively at increased longevity. In the 2001 National Health 
Survey, older Australians reported ‘overwhelmingly’ that they experienced good, very good 
or excellent health. 
The consumer advocacy movement has emerged with a number of powerful messages 
which challenge negative stereotypes about ageing. The positive ageing movement is 
working to inspire older people to act proactively in preparing for a high quality of life in 
retirement and promoting positive images of older people and their importance in the 
economy. The active ageing movement is encouraging older people to maintain health and 
fitness throughout all stages of life. These and many other groups encourage older people 
to approach ageing proactively and promote positive images of ageing. 
Many older people are living independent active lives; however, a small proportion of the 
older population have complex health and social needs, requiring high-quality residential 
aged care. Furthermore, this number is likely to increase. In 2005 approximately  
1.9 million Australians were aged 70 and over (equivalent to 9 per cent of the population). 
It is predicted that over the next 20 years the number of people in this age group will grow 
at a rate 3.3 time faster than that of the total population, taking the number of Australians 
aged over 70 to 4.7 million (18 per cent of the population).1
3.1 The residential aged care sector
Most older Australians live independently in the community. The Australian Institute of 
Health and Welfare (AIHW) has reported that close to 90 per cent of persons aged 60 years 
or older live in private dwellings. Of those aged over 80 years, 84 per cent of men and 75 
per cent of women remain living in the community. Less than one in ten (7 per cent) of the 
population aged over 70 years is cared for in Australian Government subsidised residential 
aged care. 
While only a small proportion of older persons reside in aged care homes at a given point of 
time, the lifetime probability of a person requiring residential aged care is high, particularly 
for women. A woman at age 65 has a 46 per cent chance of eventually using an aged care 
home for permanent care, while a man has a 28 per cent chance of using an aged care 
home.
In 2005 there were over 200,000 older Australians living in residential aged care at any  
given time, and there are almost 3000 aged care homes, operated by approximately  
1600 approved providers in receipt of funding from the Australian Government. The majority 
are charitable, not-for-profit organisations. Private organisations provide approximately  
1  Aged Care in Australia, Australian Government Department of Health and Ageing, May 2006, p. 30–32
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24 per cent of residential care beds and state and local governments provide a minority of 
homes. The sector is characterised by many small operators with a few entities owning a large 
number of residential aged care homes. While many of the religious and charitable groups 
own large numbers of aged care homes on a national basis, they tend to operate them on a 
state or local basis. Occupancy rates are high, characteristically above 95 per cent. 
Most residents of aged care homes are aged over 80 years, female and single. They have 
a wide range of individual needs. Residents are often fragile and frequently have severe 
cognitive and/or sensory impairments. In addition many come from diverse cultural, social 
and economic backgrounds. Residents frequently cannot advocate on their own behalf and 
may lack family or friends to support them. 
Providing for older Australians as one of the most vulnerable and fragile groups of people 
in our communities is a key responsibility of the Australian Government, which set 
enhanced quality of life for older Australians as one of the key outcomes against which the 
Department reports to Parliament2.
3.1.1 Aged care services
Aged care in Australia includes both residential aged care and care in the community. For 
the small proportion of the population requiring residential care, aged care homes provide 
accommodation, personal and nursing care and include the various services necessary to 
maintain the physical comfort and dignity of residents.
Generally, community care is provided through the Home and Community Care Program 
which is a joint Commonwealth/state initiative aiming to provide support services for frail 
aged people, people with a disability and their carers; and to support these people to be 
more independent at home and in the community, thereby enhancing their quality of 
life and/or preventing their inappropriate admission to long term residential care. Other 
programs which provide specialised support to people living within their own homes 
include Community Aged Care Packages (CACP) and Extended Aged Care at Home (EACH). 
Assessment of individuals and referral to appropriate community or residential services is 
undertaken by specialist ACATs. An ACAT assessment and approval is required before people 
can access residential aged care, CACPs or EACH packages. Respite care services are also 
provided.
The Australian Government, through the Department recognised the importance of an 
ageing population, and placed the health and well being of older Australians as one of the 
Department’s six key strategic objectives. This objective is to ensure:
2  Portfolio Budget Statements 2005–06, Health and Ageing Portfolio, Budget initiatives and explanations of appropriations specified by 
outcomes and output by agency, Budget related paper No 1.11
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‘…choice and access to appropriate community based and residential aged care 
services for older Australians, support for carers and industry, and a whole-of-
government approach to the challenges of an ageing Australian population.3’
Specific government strategies aimed at enhancing the quality of life for older Australians 
are articulated under a specific portfolio outcome, reported by the Department.
3.2 Other factors supporting quality improvement in 
residential aged care
The accreditation requirement established by the Act has been the focus of this project. Clearly, 
however, other features of the regulatory environment and residential aged carer sector have 
impacted on the quality of care and/or the quality of life of residents of aged care homes. 
The accreditation requirement is only one element of the comprehensive framework 
established by the Act. The definition within the Act of responsibilities of approved 
providers is a further element. The Act and the User Rights Principles also provide the 
authority for the following:
•	 A	Charter	of	Residents’	Rights	and	Responsibilities;4
•	 Independent	advocacy	services,	which	operate	in	each	state	and	territory;5
•	 The	Community	Visitors	Scheme;6 and
•	 The	Department’s	Aged	Care	Complaints	Resolution	Scheme.7
Legislative recognition of residents’ rights was enshrined in the Act and User Rights Principles 
1997 (Part 4.2). Amendments to the Principles in 2000 and 2004 sought to strengthen 
the recognition that residents of aged care homes have a responsibility to exercise their 
individual rights in ways that do not adversely affect other residents’ rights, and that a 
person’s rights should not be diminished when he or she moves into an aged care home.
The User Rights Principles 1997 made under the Act includes a Charter of Residents’ Rights 
and Responsibilities. The Charter of Residents’ Rights and Responsibilities details the 
personal, civil, legal and consumer rights of all residents. The Charter also outlines residents’ 
responsibilities in relation to other residents, staff and the residential aged care service 
community as a whole. The Act specifies that providers should inform residents and their 
nominated representatives about these rights and responsibilities. 
3  Portfolio Budget Statements 2005–06, Health and Ageing Portfolio, Budget initiatives and explanations of appropriations specified by 
outcomes and output by agency, Budget related paper No 1.11
4  Section 23.14 of the User Rights Principles provides that information about the care recipient’s rights and obligations in relation to the 
service under the Charter must be provided to a care recipient upon entering a service.
5  Part 5.5 of the Act provides for Advocacy Grants. Through the National Aged Care Advocacy Program, the Department funds 
Advocacy Services in each state and territory to provide independent advocacy services to residents, potential residents and their 
families.
6  See part 5.6 of the Act for Community Visitors Grants.
7  Section 10.38(2) of the Committee Principles provides that ‘… the affected care recipient or their representative, or anyone else (the 
complainant) may make a complaint to the Secretary about anything that (a) may be a breach of the relevant approved provider’s 
responsibilities under the Act or the Aged Care Principles and (b) the complainant thinks is unfair or makes the affected care recipient 
dissatisfied with the service.’
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In accordance with the Act, Advocacy Grants are provided to fund independent Advocacy 
Services in each state or territory through the National Aged Care Advocacy Program. 
Services provided through the program are free and confidential.
Advocacy Services recognise that recipients of aged care services may be particularly 
vulnerable and require the support of an advocate to exercise the rights provided to them in 
the Act and User Rights Principles 1997. People who are eligible to access Advocacy Services 
include all recipients of Commonwealth aged care services. 
The Community Visitors Scheme (the Scheme) is funded by the Australian Government and 
is managed by approximately 160 approved community based organisations in each state 
or territory. The Scheme is available to all recipients of aged care services, not just residential 
aged care. It provides funding for the training of volunteers (who act as Community Visitors), 
and the local delivery of the Scheme. 
The Scheme recognises the importance of maintaining community connectedness between 
people living in aged care homes and members of their local community. It aims to improve 
the quality of life of recipients of aged care services, in particular those who have limited 
family and social contact, and may be at risk of isolation from the community for social or 
cultural reasons, or as a result of disability. The Scheme extends beyond residential aged care 
homes, but, by encouraging community interaction within residential aged care homes, assists 
in ensuring that the community expectations of residential aged care homes are maintained. 
The Aged Care Complaints Resolution Scheme is operated by the Department to provide a 
free, accessible independent system for the resolution of complaints about Commonwealth 
funded aged care services (including residential services, aged care homes, hostels and 
community aged care packages). 
The Scheme was designed to promote continuous quality improvement of aged care 
services by ensuring the establishment of internal as well as external systems of complaints 
resolution. As such, the Scheme provides a process for complaints to be firstly addressed 
through internal processes with the provider, and then to proceed to the external Scheme, if 
this first stage internal ‘negotiation’ is unable to resolve the issue.
The Scheme provides information to people wishing to make a complaint and supplies 
a ‘Complaints Handling Kit’ (the Kit) to service providers. The Kit has been designed to 
assist providers in developing effective, accessible complaints management processes 
which reflect Accreditation Standard 1.4 ‘Comments and Complaints’ (Management 
Systems, Staffing and Organisational Development) while ensuring that they meet their 
legal responsibilities under the Act (see especially Division 56) and Aged Care Principles (in 
particular the Aged Care Committee Principles under the User Rights Principles).
In September 2000, the Australian Government also established (under the Committee 
Principles 1997) the independent Office of the Commissioner for Complaints to oversee the 
Complaints Resolution Scheme. The Complaints Resolution Scheme is available to anyone 
who wishes to make a complaint (if required, confidentially and anonymously) about an 
aged care home. 
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In 2006–07 further changes were introduced which included :
•	 A	more	robust	aged	care	complaints	investigation	process;
•	 Compulsory	reporting	of	incidents	of	sexual	and	serious	physical	assault	in	residential	
aged care with protections for those who report;
•	 More	frequent	unannounced	inspections	of	aged	care	homes	by	the	Aged	Care	
Standards and Accreditation Agency to ensure they comply with the care and safety 
standards for residents; and
•	 The	requirement	for	police	background	checks	for	aged	care	workers	and	certain	
volunteers in Australian Government subsidised aged care services. 
Qualitative research conducted throughout this project has indicated that a range of other 
influences have supported quality improvement in the residential aged care sector. These 
factors include the consumer participation movement, changing community expectations 
and industry leadership which has driven internal changes including consolidation of 
services, changes in the size of services, improved management and quality systems and 
improved approaches to professional development.
3.3 Providing for the future
Consistent with international trends, the proportion of Australians over the age of 65 
is continuing to rise with improvements in health care, lifestyle, declining mortality 
and fertility rates. Currently, around 2.7 million Australians are aged over 65 years. This 
represents 13 per cent of our population. It is estimated that by 2035 there will be 6.2 
million or 23 per cent – close to one quarter of our population aged over 658. 
As the number and proportion of older people increases, so too will the number of people 
requiring residential aged care, even though it is expected that the provision of community 
care will continue to ensure that the proportion requiring residential care remains a small 
percentage of the older population at any one time. The prevalence of chronic conditions, 
dementia and disability increases with age. Consequently, it is likely that the trend will 
continue for aged care homes to provide specialised support to a larger proportion of 
residents with complex care and support needs. 
The increasing population of older persons is likely to be compounded by the increased 
social isolation and loss of independence experienced by many of Australia’s ‘Baby Boomers’ 
who will be ageing in communities with built environments initially designed for low 
density, stand alone, family living, primarily serviced by cars. It is anticipated that many 
people will seek residential care because they live in poorly designed communities which 
have failed to address their needs, rather than because of their support needs. This presents 
a range of challenges to the broader community beyond the aged care sector to ensure 
that the increased needs of the ageing population are considered in the development of 
infrastructure, planning and policy.
8  Aged Care in Australia: Australian Government Department of Health and Ageing, May 2006, p. 30
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According to a 2005 OECD report on long-term aged care, there is a need for future aged 
care options to provide flexibility, quality, choice and innovation as well as a range of 
community based options to facilitate rehabilitation and to assist people to remain within 
the community for longer.
Qualitative research undertaken throughout this project with peak industry leaders and 
consumer advocacy groups has identified the need to respond to the changing needs of the 
community as a priority for the future. These groups have consistently emphasised the need 
for flexible care options which provide individualised care. Both industry and consumer 
groups recognise that increased numbers of people will require care, and are united in 
stressing their commitment to ensuring the high quality of future care.
Balancing the potential increase in demand with the changing community expectations of 
aged care will be a challenge.
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4 The Aged Care Accreditation System 
4.1 Chapter overview
This chapter focuses on accreditation as a mechanism for quality improvement in the 
context of incentives provided in a regulatory framework for improving quality in residential 
aged care. It addresses the project outcome:
‘To identify improvement and performance and benchmarking assessment systems to 
take the provision of world class care for Australian residential aged care into the future.’
It draws upon the Regulatory Review, the Literature Review and the Stakeholder 
Consultation and CR&C Aged Care Surveys to review accreditation in the context of 
recognised best practice of regulating quality improvement. This includes:
•	 Appropriateness	of	the	regulatory	framework	in	the	Australian	legislative	context	and	
Australian Government’s objective of achieving an enhanced quality of life for older 
Australians;
•	 The	responsibilities	of	government	and	approved	providers	established	within	this	
framework;
•	 Capacity	of	the	accreditation	system	to	achieve	each	of	its	dual	objectives	of	assuring	
compliance and stimulating continuous improvement;
•	 Evidence	of	ongoing	need	for	accreditation;
•	 Consistency	of	the	approach	with	other	approaches	to	accreditation	internationally	and	
within Australia; and
•	 Identification	of	opportunities	to	improve	the	regulatory	framework	and/or	the	
approach to accreditation.
4.2 The objectives and key features of the Australian regulatory 
framework for aged care
The Act, together with a range of principles and other regulatory instruments that comprise 
the aged care regulatory framework, establishes the scheme by which the Australian 
Government provides financial support for aged care (including for aged care homes) and 
the conditions under which that financial support is provided.
The objects of the Act include providing for funding that takes account of:
•	 The	quality	of	care;
•	 The	appropriate	outcomes	for	recipients	of	care;	and
•	 The	accountability	of	the	providers	of	the	care	for	the	funding	and	for	the	outcomes	 
of recipients.
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The Act incorporates a range of direct and indirect strategies that are aimed at assuring and 
enhancing the quality of care and quality of life for residents of aged care homes. 
In broad overview, the Act and subordinate instruments are designed to protect and foster 
residents’ quality of care and quality of life by:
•	 Focusing	on	the	accountability	of	approved	providers	rather	than	on	approval	of	
premises as applied under the previous scheme regulated through the National Health 
Act 1953;
•	 Limiting	access	to	residential	care	subsidies	to	approved	providers,	and	ensuring	that	
only people assessed as suitable to provide aged care are approved as providers;
•	 Specifying	in	the	Act	and	in	the	associated	Quality of Care Principles 1997 (the Quality of 
Care Principles), the User Rights Principles and the Accountability Principles many of the 
legitimate rights and expectations of residents and the responsibilities of providers;
•	 Providing	for	the	application	of	sanctions	if	approved	providers	fail	to	comply	with	their	
responsibilities;
•	 Providing	for	a	process	of	certification	of	physical	facilities,	with	financial	incentives	
available for certified homes; and
•	 Providing	for	a	process	of	accreditation	of	residential	aged	care	homes,	with	the	
availability of residential care subsidies contingent on a home meeting its accreditation 
requirement.
4.3 Accreditation in the context of the regulatory framework
The accreditation requirement established by the Act creates a key regulatory link between 
funding and quality of care and quality of life in aged care homes. 
The significant changes introduced by the Act in 1997 have been described as:
‘… a move from passive monitoring of standards to an active audited regime of 
continuous improvement.’ 91
The Act authorises the payment of subsidies for residential aged care to an approved 
provider, on any given day, if the Secretary of the Department (the Secretary) is satisfied 
that, during that day:
‘the approved provider holds an allocation of places for residential care subsidy that is 
in force under Part 2.2 (not being a provisional allocation);102 and
the approved provider provides residential care to a care recipient in respect of whom an 
approval is in force under Part 2.3 as a recipient of residential care; and
9 Productivity Commissioner. Regulation and its Review 1999–2000. Example regulation impact statements. Accessed on 8 December 
2006 at http://www.pc.gov.au/research/annrpt/reglnrev9900/ris/.
10  The Act establishes a scheme whereby a determination is made for each financial year of the number of places to be made available 
in each state or territory (Division 12). An approved provider is entitled to apply for an allocation of places to provide aged care 
(Section 13.1).
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the residential aged care service through which the care is provided meets its accreditation 
requirement (if any) applying at that time.’113
Section 42.4 of the Act provides that a residential aged care home meets its accreditation 
requirement at all times during which there is in force an accreditation of the home by an 
accreditation body.124 
Part 5.4 of the Act enables the Secretary to enter into a written agreement with a 
body corporate under which the Commonwealth makes one or more grants to the 
body corporate for the purposes of accreditation of residential aged care services in 
accordance with the (the Accreditation Grant Principles) and any other purposes specified 
in the Accreditation Grant Principles, including the performance of any of the function 
of the Secretary under the Act that are specified in the Accreditation Grant Principles. An 
accreditation grant is a grant payable under Part 5.4, and an accreditation body is a body to 
which an accreditation grant is payable.135
The Accreditation Grant Principles identify the Agency as the accreditation body. The Agency 
is a company limited by guarantee whose sole member is the Minister for Ageing. It has a 
Board of Directors appointed by the Minister. It receives revenue from accreditation fees 
paid by aged care homes when they apply for accreditation, the accreditation grant and 
interest and income from educational activities.146
The Act and the associated Principles establish a system, therefore, that makes availability 
of public subsidy for an aged care home generally dependent on the home achieving and 
maintaining accreditation by the Agency. Funding provided by the Australian Government 
is thereby linked to quality as assessed by the Agency.
4.4 Operation/implementation of the accreditation 
requirement
The Accreditation Grant Principles set out the accreditation process in detail. All aged care 
homes must demonstrate how they comply with the Accreditation Standards (as set out in 
Schedule 2 of the Quality of Care Principles) through the process of assessment conducted by 
the accreditation body. The purpose of the assessment process is to gather information to 
assess a home’s performance against each of the 44 Expected Outcomes that apply across 
the four Accreditation Standards.
11  Section 42.1.
12  Alternatively, section 42.4(3) provides that subject to subsection 42.4(6), a residential care service meets its accreditation requirement 
at all times during the application period if the approved provider conducting the service had, before the start of the application 
period, applied to an accreditation body for accreditation of the service. In addition, a determination may be made under section 42.5 
that a service is taken, for the purposes of the Division, to meet its accreditation requirement. An approved provider does not meet 
its accreditation requirement if there is in force a determination by an accreditation body that the service does not comply with the 
Standards specified in respect of that specified day (section 42.2(6)).
13  Schedule 1.
14  In the 2004 Federal Budget the Australian Government provided a further $36.3 million over four years to enable the Agency to 
enhance its education, accreditation and monitoring roles: Press release, the Federal Minister for Ageing, Julie Bishop, 20 October 
2004.
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Guidelines published by the Department state that: 
‘... Assessment for accreditation requires a service’s management to provide evidence to 
demonstrate that their system works to deliver effective outcomes. 
The key assessment questions are: 
 a. Is a system in place?
 b. Is the system used?
 c. Does the system work? 
Quality management within each service underpins the system. Quality and 
continuous quality improvement are management and staff responsibilities in each 
service. This involves the careful management of every aspect of service at every level 
within the organisation.’
The Agency has published an Accreditation Guide for Residential Aged Care Services (1998) 
(the Agency’s Guide) to assist aged care homes prepare for and better understand the 
accreditation process. It is not binding on aged care homes and must be read subject to the 
terms of the Act and the Aged Care Principles. 
The Agency’s Guide outlines the accreditation process in eight main stages as follows:
(i) The approved provider and service conducts a self-assessment;
(ii) The approved provider submits an application, including the self-assessment report;
(iii) A team of at least two registered aged care quality assessors conducts a desk audit 
examining the application;
(iv) The same team conducts a two to three day site audit which includes interviews with 
residents, their families, staff and management;
(v) The Agency considers the assessment team’s findings, any submission from the 
approved provider and any other relevant information, including input from the 
Department. It decides whether or not to accredit the service, and if granted, the period 
of accreditation as well as the form and frequency of support contacts and whether the 
service must make improvements;
(vi) The Agency informs the provider of the decision;
(vii) The Agency publishes the team’s report and the Agency’s decision on the Agency’s 
website (2004a); and
(viii) The approved provider manages compliance with the Accreditation Standards and 
the Act and ongoing continuous improvement to the service throughout the period 
of accreditation. At the same time, the Agency conducts support contacts to monitor 
compliance with the Accreditation Standards and the Act and, to assist the service to 
undertake continuous improvement (1998, p. 7).
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The Department has published a Standards and Guidelines for Residential Aged Care Services 
Manual to assist service providers to comply with their obligations under the Act. This 
includes information on the quality management and services expected of a residential 
aged care home. 
The Accreditation Grant Principles provide for assessment teams to be created before a desk 
and/or site audit, and disbanded when they have completed their duties.157 The Agency 
considers that this ensures the independence of assessment teams for the purposes of 
conducting and reporting audits.
A two-tiered score of ‘compliant’ or ‘non-compliant’ applies for each of the 44 Expected 
Outcomes. In addition, the Better Practice in Aged Care awards scheme aims to identify and 
recognise better practice programs, promote adoption of better practice and encourage 
sharing of better practice amongst aged care homes. Homes are eligible for these awards if 
they are fully compliant with the Accreditation Standards and have been fully compliant for 
two years, and may apply for up to three awards.168
If the Agency decides to accredit an aged care home it must decide the period for which 
the home is to be accredited, whether any improvements must be made to improve its 
compliance with the Accreditation Standards, and the form and frequency of support 
contacts for that service.179 The Act does not specify a maximum period of accreditation.  
The majority of services are awarded accreditation for a three year period, but a lesser 
period may be awarded if an aged care home is assessed to be not performing well or has 
a history of non compliance with the Accreditation Standards. The common three year 
duration is consistent with overseas accreditation systems, including that conducted by the 
Joint Commission on Accreditation of Healthcare Organisations.
The accreditation body is required to carry out regular supervision of an accredited aged 
care home by means of support contacts, to ensure compliance with the Accreditation 
Standards and other responsibilities under the Act.1810 The Australian Government made a 
budget announcement in May 2006 that all funded aged care homes would receive at least 
one unannounced support visit annually, with a target of an average of 1.75 visits per home 
per year, and the Agency has commenced implementation of this support visit regime.1911
If the accreditation body believes, on reasonable grounds, that an accredited aged care 
home may not be complying with the Accreditation Standards or its other responsibilities 
under the Act, it may arrange for a review audit.2012 Following a review audit, the 
accreditation body may decide to revoke the accreditation of the home, to vary the period 
15  Section 2.43, Accreditation Grant Principles 1999.
16  Annual Report 2005–06, p. 21. Accessed on 8 December 2006 at 
 http://www.accreditation.org.au/upload/images/Annual%20report%202005-06%20web%20version.pdf
17  Section 2.28(1) of the Accreditation Grant Principles.
18  Section 3.20 of the Accreditation Grant Principles. 
19  http://www.accreditation.org.au/upload/documents/August%202006%20issue%20THE%20STANDARDv41_115888945 361114.pdf
20  Section 3.21(1) of the Accreditation Grant Principles. 
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of accreditation or to make no change.2113 The provider is given oral and written information 
about the findings of an audit and an opportunity to make written submissions to the 
accreditation body before the decision is made. 
If the accreditation body finds non-compliance with one or more Expected Outcomes and 
decides that non-compliance has placed, or may place the safety, health or well-being of 
persons receiving care through the home at serious risk, it must report immediately to the 
Department and make a recommendation on whether sanctions under the Act should be 
imposed on the provider.2214 
There is provision for reconsideration by the accreditation body of a decision concerning 
the period of accreditation or a decision not to accredit a home.2315 There also is provision for 
review of certain decisions by the Administrative Appeals Tribunal, including the decision 
of the accreditation body to refuse an application on reconsideration2416 and a reconsidered 
decision itself.
If, following a review audit, the accreditation body maintains its finding of non-compliance, 
it may vary or revoke the period of accreditation and put in place a timetable for 
improvement.2517 The timetable for improvement gives the provider a defined period within 
which to take corrective action. The accreditation body schedules a series of support visits 
to assess progress made by the service in making improvements. The Department is notified 
and, if upon completion of the defined period, the provider remains non-compliant or there 
is evidence of ‘a serious risk to the health, safety or well-being of a person receiving care’, the 
provider is referred to the Department for action.2618
The Act provides for sanctions to be placed on the operation of aged care homes by the 
Department under certain conditions.
Part 4 of the Accreditation Grant Principles establishes the framework for enforcement of 
compliance with the Accreditation Standards.
If a desk audit, site audit or review audit reveals evidence of serious risk to residents, or 
the accreditation body identifies a failure to comply with Accreditation Standards which 
has placed, or may place, the safety, health or wellbeing of residents at serious risk, or the 
accreditation body identifies evidence of non-compliance with the Act, it must advise the 
Secretary and, amongst other things, recommend whether or not sanctions should be applied.
The Secretary has a range of sanctions at his or her disposal up to and including revoking or 
suspending the approved provider’s approval under Part 2.1 of the Act.2719
21  In the event of a further review audit occurring, the powers conferred on the Agency by section 3.24 of the Principles are enlivened 
and may again be exercised.
22  Section 4.6 of the Accreditation Grant Principles 1999.
23  Subdivision 5 of Part 2.
24  Part 7 of the Accreditation Grant Principles 1999
25  Section 4.6 of the Accreditation Grant Principles 1999.
26  See generally Division 3 of Part 3 and Part 4 of the Accreditation Grant Principles. For a good discussion of when ‘there is an immediate 
and severe risk to the safety, health or well-being of care recipients’, see the judgment of the Administrative Appeals Tribunal in 
(Riverside Nursing Care Pty Ltd and Secretary, Department of Health and Aged Care 2003). 
27  Section 66-1.
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The Agency’s role extends beyond assessing services for the purposes of making a decision 
about accreditation. It includes other responsibilities which are defined in the Accreditation 
Grant Principles, and are described by the Agency as:
•	 Promoting	high	quality	care	and	assisting	industry	to	improve	service	quality	by	
identifying best practice, and providing information, education and training;
•	 Assessing	and	strategically	managing	services	working	towards	accreditation;	and
•	 Liaising	with	the	Department	about	services	that	do	not	comply	with	the	relevant	
standards.2820
To support its function of promoting high quality care, the Agency conducts educational 
activities and has processes in place for identifying examples of better practice.2921 
The Agency has been accredited to the international quality management standard ISO 
9001:2000.3022
4.5 The Accreditation Standards
The Accreditation Standards are set out in Schedule 2 of the Quality of Care Principles and are 
defined by section 18.7 of the Quality of Care Principles as:
‘… standards for quality of care and quality of life for the provision of residential care 
on and after the accreditation day.’
Section 18.9(1) of the Quality of Care Principles states:
‘ The Accreditation Standards are intended to provide a structured approach to the 
management of quality and represent clear statements of expected performance. 
They do not provide an instruction or recipe for satisfying expectations but, rather, 
opportunities to pursue quality in ways that best suit the characteristics of each 
individual residential care service and the needs of its residents. It is not expected that 
all residential care services should respond to a standard in the same way.’
There are four Accreditation Standards:
•	 Management	Systems,	Staffing	and	Organisational	Development	(Standard	1);
•	 Health	and	Personal	Care	(Standard	2);
•	 Resident	Lifestyle	(Standard	3);	and
•	 Physical	Environment	and	Safe	Systems	(Standard	4).
28  The Aged Care Standards and Accreditation Agency Ltd. About the Agency. Accessed on 8/12/2006 at http://www.accreditation.org.
au/AboutTheAgency
29  According to a recent submission made by the Agency (2004c), those processes include identification by Agency staff, self-
nomination by providers who consider they are providing outstanding ‘better practice’ and by people wishing to speak at the Agency 
Better Practice events as well as the higher awards arrangements.
30  http://www.accreditation.org.au/ISOCertification
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For each Accreditation Standard, there is:
•	 A	statement	of	Principles	underlying	the	standard;
•	 A	series	of	Matter	Indicators;	and
•	 An	expected	outcome	for	each	Matter	Indicator.
There are 44 Expected Outcomes across the four Accreditation Standards.
The Accreditation Standards are based on the 31 Outcome Standards which were 
incorporated in the previous regulatory framework for residential aged care. The 
Accreditation Standards were developed ‘in close partnership with representatives from 
consumer groups, service provider associations, unions and the Government’3123 but it is now 
some years since they were introduced and there is no clear process for their maintenance 
and/or review.
The Accreditation Standards are described as outcome standards. They differ significantly in 
their expression from standards in many other jurisdictions. 
As an example, the National Minimum Standards that apply in England and the National 
Care Standards that apply to care homes for older people in Scotland (the Scottish 
Standards) have been compared with the Accreditation Standards. The National Minimum 
Standards and the Scottish Standards are input-based, prescriptive and detailed in 
comparison to the Accreditation Standards which are outcome-based and structured so as 
to provide maximum flexibility to providers. For example, the National Minimum Standards 
specify that:
‘15.2  Each service user is offered three full meals each day (at least one of which 
must be cooked) at intervals of not more than 5 hours.’
The Scottish Standards specify that:
‘13.3 You have a choice of cooked breakfast and choices in courses in your midday 
and evening meals.’
The Accreditation Standards, in contrast, specify that:
‘2.10 Nutrition and hydration – residents receive adequate nourishment and 
hydration.’
‘4.8 Catering, cleaning and laundry services – hospitality services are provided 
in a way that enhances residents’ quality of life and the staff’s working 
environment.’
It should be noted, however, that many of the requirements contained in the more detailed, 
input-based English Standards and Scottish Standards, while not incorporated in the 
Accreditation Standards, are incorporated within the Act and/or other regulatory and 
associated instruments. For example, while the Accreditation Standards do not address 
31  Australian Government Department of Health and Ageing 1998, p. vii
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the dietary requirements in detail, Schedule 1 of the Quality of Care Principles (with which 
approved providers are required to comply, by the application of section 54.1 of the Act) 
provides that all residents who need them must be provided with meals and refreshments 
comprising:
a. Meals of adequate variety, quality and quantity for each resident, served each day 
at times generally acceptable to both residents and management, and generally 
consisting of three meals per day plus morning tea, afternoon tea and supper;
b. Special dietary requirements, having regard to either medical need or religious or 
cultural observance; and
c. Food, including fruit of adequate variety, quality and quantity, and non-alcoholic 
beverages, including fruit juice.
This example highlights the essential differences between these regulatory schemes:
•	 The	National	Minimum	Standards	and	Scottish	Standards	are	prescriptive	standards	
defined by Government and incorporated into licensing schemes;
•	 The	Australian	standards	allow	considerable	interpretive	flexibility	and	are	qualitatively	
and quantitatively different from the detailed and prescriptive National Minimum 
Standards and Scottish Standards. However they are complemented by more 
prescriptive requirements for aged care home infrastructure and services that are 
incorporated in other parts of the regulatory framework, with which compliance is 
mandatory or non-compliance is incompatible with financial viability of the home.
The reliability and validity3224 of the former Outcome Standards were evaluated by 
Braithwaite in the early 1990s. While doubts were raised about some standards, in general 
very strong support was found for the reliability of the standards and limited tests also 
supported their validity (Braithwaite et al. 1992). 
The study concluded that:
‘The validation results are very encouraging indeed and reliability is much stronger 
than that found in any of the American studies of the reliability of nursing home ratings 
by government inspectors.
…
For 29 of the 31 standards, over 95 per cent of directors of nursing thought they 
were clear. For all the standards, at least 95 per cent of both directors of nursing and 
standards monitors thought that the standards were desirable. For 24 of the standards, 
over 90 per cent of both directors of nursing and standards monitors thought they were 
practical.’ (Braithwaite et al 1992) 
32  ‘Reliability’ refers to whether one gets the same result when a measure is administered under varying conditions of administration. 
‘Validity’ refers to the degree to which a measure quantifies what it is supposed to measure.
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A similar study has not been conducted in relation to the Accreditation Standards, although 
many of the Expected Outcomes of the Accreditation Standards are similar to the previous 
31 Outcome Standards (with the exception of those under Accreditation Standard 1, 
Management Systems, Staffing and Organisational Development, which was introduced 
in 1997) and have a similarly high degree of face validity. The current system, which is 
considered to be less prescriptive than the previous approach, was introduced for a number 
of reasons including enabling providers to develop flexible approaches to achieving desired 
outcomes. 
The most significant criticism made about the Accreditation Standards is that they lack 
specificity and are too open to interpretation. Some stakeholders would prefer more 
specific, input- or process-based standards that provide more certainty with respect to 
compliance. The conclusion drawn from the analysis of the available evidence, however, 
is that while there are opportunities to improve the Accreditation Standards and that 
they should be subject to periodic review, their design and expression is consistent with 
modern approaches to quality improvement generally and accreditation specifically. In 
addition, many of the input-based criteria that are expressed in standards internationally 
are expressed in other forms within the Act in a way that establishes a direct compliance 
requirement. The inclusion within the accreditation framework of outcome-based standards 
which require a continuous improvement orientation, and the inclusion within the Act of 
input-based criteria which establishes a direct compliance obligation, is consistent with the 
overall objectives of the regulatory framework.
4.6 The appropriateness of the regulatory framework in 
achieving the Australian Government’s objectives
Many international regulatory systems are based on a strict system of licensing, with the 
availability of a license contingent on compliance with input-based standards. In many 
international systems, compliance requirements are state- or provincially-based rather than 
national. Also in many systems, the quality of care for residents of aged care homes has 
been the subject of ongoing concern and regulatory activity.
The Australian aged care regulatory framework, in contrast, is a national system that 
combines compliance and continuous improvement objectives for quality in aged care 
homes in a unique way.
Most significantly, the Australian aged care regulatory framework is based on a continuous 
improvement philosophy which aims to stimulate, through appropriate standards and 
incentives, the capacity and motivation within the sector to both comply with acceptable 
standards of care and strive to continuously improve performance over time. Because the 
Australian constitutional framework limits the extent to which the Australian Government 
can legislate directly to control providers of residential aged care homes, regulatory 
effectiveness has depended on establishing a strong link between the availability of public 
subsidy and compliance with the Act and associated regulatory instruments. 
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There is no doubt that the link between funding and compliance (with the regulatory 
framework generally and the accreditation requirement specifically) has captured the 
attention of the sector effectively. The current regulatory framework establishes, in practice, 
a compulsory compliance obligation, because non-compliance is incompatible with 
financial viability in almost all circumstances. The key question for regulators, however, is 
whether the incentives are structured in such a way that compliance is optimised, focused 
on outcomes for residents and supports aged care homes in raising minimum standards. 
The results of the CR&C Aged Care Surveys of quality managers and care staff of aged care 
homes who have worked in the sector for longer than 10 years and who have observed 
the impact of the current regulatory framework (see Section 6) is extremely reassuring for 
regulators, policy-makers and all those who have an interest in the quality of residential 
aged care. There is strong support for the propositions that:
•	 Accreditation	has	improved	the	quality	of	care	of	residents;	and
•	 Overall	quality	of	service	and	clinical	care	is	good.
Some issues arise around the regulatory structure and its sustainable ability to influence 
both compliance and continuous improvement. During consultation in the early stages of 
this project, some stakeholders raised concerns about a potential ‘blurring’ of roles between 
the regulator and the Agency with respect to compliance. These tensions also have been 
identified by the Administrative Appeals Tribunal.3325
‘Accreditation as it is generally understood is directed to assisting the public, the 
users and the government that they will have a service of an appropriate quality. The 
standard setting authority, the accrediting authority, the payment authority and the 
inspecting or compliance authority are separate bodies operating independently 
so that each can carry out its function appropriately and the system as a whole can 
ensure that the public receives services of an appropriate quality. … we have formed 
the view that the necessary separation of the four functions is absent.’
The tensions created when an approved provider who is judged to have not complied 
with their responsibilities is denied access to a portion of their funding, and the potential 
‘spiralling’ effect on quality of care, also has been the subject of comment by the 
Administrative Appeals Tribunal3426:
‘There are instances in which there may be a tension between an approved provider’s 
accountability and the Act’s object of protecting the health and well-being of the 
recipients of the aged care services and that tension is as a result of the approved 
provider’s financial position. That tension may arise in instances in which a sanction is 
imposed and the outcome of the imposition of that sanction is effectively to reduce the 
total amount of subsidy payable to an approved provider. A reduction could occur, for 
example, if a sanction restricted an approved provider’s approval as a provider of aged 
33  Riverside Nursing Care Pty Ltd and Secretary, Department of Health and Aged Care [2003] AATA 248 (17 March 2003) at para 369.
34  Ibid. at para 205. 
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care services to care recipients to whom it was providing care at the time the sanction 
was imposed but not to those to whom it subsequently provided care. If it should 
come to pass that the number of recipients in relation to whom it was an approved 
provider fell below the level at which an approved provider’s business is viable and 
if the approved provider cannot recover from other sources the amount that would 
otherwise be paid to by way of subsidy under the Act, then there must be a very real 
possibility that the health and well-being of the recipients of aged care services may be 
compromised …’
Overall concerns regarding the complexity of the legislation have been expressed:
‘Justice Weinberg described the system as a “somewhat convoluted legislative scheme”. 
We can only agree.’3527 
The project team has concluded from the available evidence that the regulatory framework 
has been effective in improving quality by achieving compliance with minimum standards 
across the system of residential aged care. At the same time the complexity of the 
regulatory framework is acknowledged, as is the scope for improvement within the current 
legislative structure. 
To summarise the relevant issues identified from the evidence:
•	 While	a	‘pure’	accreditation	system	would	not	depend	on	Government	to	develop	the	
standards against which performance is to be assessed, the Accreditation Standards 
were developed in close consultation with consumer and industry stakeholders and 
have been assessed as reliable and valid. Provided future development is progressed 
in a similar manner, it is not unreasonable for Government to assume the dual roles of 
standard-setting and compliance.
•	 The	broad	regulatory	framework,	the	key	regulatory	objectives	and	the	compliance	
obligations of providers are well understood within the residential aged care sector, 
and both the Agency and the provider sector have developed a sound understanding 
of their relative roles and responsibilities and those of the Department.
•	 Consumers	and	carers	appear	to	have	a	lower	level	of	understanding	of	the	relative	
regulatory roles, and continuing provision of quality information will be appropriate.
•	 The	Agency	is	developing	its	educative	and	support	role	progressively	and	effectively.
•	 The	requirement	for	the	Agency	to	inform	the	Department	of	serious	deficiencies	in	
care it identifies as it carries out its responsibilities is a very appropriate feature of the 
regulatory framework, given the Department’s responsibilities to ensure Government 
money is expended efficiently and effectively and resident safety is protected.
•	 The	increased	focus	on	unannounced	visits	is	appropriate	and	will	address	some	of	the	
concerns expressed to the project team about homes that increase resource availability 
solely for the purpose of creating a misleading impression regarding resources when an 
Agency visit is anticipated.
35  Neviskia Pty Ltd, Saitta Pty Ltd and Department of Health and Aged Care [2000] AATA 1152 (22 December 2000) at paragraph 29.
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•	 There	remains	some	tension	around	the	role	of	the	Agency	in	investigating	concerns	
about provider performance, which may be incompatible with its educative and 
support role. On practical grounds, however, the Agency’s access to skilled assessors 
and its growing experience in assessing quality of care and resident safety places it in 
the strongest position to undertake this role. Its continuation, however, will require 
ongoing care and strict attention to the boundaries of its responsibilities.
Later in this report, (Section 8) recommendations are made about ways in which the 
regulatory framework could be strengthened. Our strong overall conclusion, however, is 
that the current framework is sound and, while complex, is well understood by providers 
and is impacting positively on outcomes for residents through improvement in the quality 
of care of residents in aged care homes.
4.7 Assuring compliance and stimulating quality improvement
The tensions inherent in a regulatory scheme that has the dual objectives of stimulating 
continuous quality improvement and assuring compliance with minimum standards are 
obvious and have been referred to throughout this report.
Skok (2000) noted that the notion of standards implies clear-cut criteria and fixed definitions 
of quality, whereas the notion of continuous quality improvement implies a continual 
process of self-examination and a never-ending search for improvement without a fixed 
destination. She suggested that the tension between these concepts – continuous quality 
improvement requires continual revision, standards require certainty – is being reconciled 
by the development of more flexible and less prescriptive standards. 
The tension is also being addressed by the development of standards specifically requiring 
organisations to demonstrate continuous improvement systems. An organisation that is 
able to demonstrate compliance with input, process, output or outcome-based standards 
at a point in time, particularly during a periodic accreditation survey, nevertheless will only 
be equipped to respond quickly and appropriately to emerging risks and opportunities 
that will impact on quality of care if it also has well-established continuous improvement 
systems in place.
Contemporary regulatory approaches that are based on a continuous improvement 
philosophy operate on the philosophy that ultimately, successful ongoing identification 
and management of risks and opportunities will only be achieved if an effective, dynamic 
continuous improvement system is in place.
To demonstrate compliance with a continuous improvement standard generally requires 
an organisation to demonstrate that it reflects on its performance systematically and 
continuously, takes actions to improve its performance based on the outcomes of that 
reflection, and reviews and confirms the validity of the outcomes of those actions. When 
a continuous improvement standard is also expressed as an outcome standard, the 
organisation has a high degree of flexibility and choice about how it constructs its processes 
in order to achieve an effective continuous improvement system.
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Each of the Accreditation Standards has a priority focus on continuous improvement. 
The first Expected Outcome of each of the four Accreditation Standards requires the 
organisation to actively pursue continuous improvement.3628 Although the continuous 
improvement outcome in each Accreditation Standard is expressed independently from 
the remaining 40 Expected Outcomes, it seems clear that the continuous improvement 
requirement is not an entirely independent requirement and is expected to overlay all other 
Expected Outcomes. It is understood that the Accreditation Body accredits organisations on 
this basis. The Accreditation Standards could be updated to better reflect the overarching 
nature of the continuous improvement requirement, across all aspects of an aged care 
home’s performance, particularly in relation to resident outcomes.
The objective of continuous improvement is to promote the establishment of dynamic 
approaches to quality that will be sustainable over time and that will operate effectively 
between accreditation visits or other inspection processes. For Accreditation Standards to 
enable such a process they must be able to reflect developments in improved practice.
The following points are noted:
•	 The	results	of	CR&C	Aged	Care	Surveys	conducted	for	this	project,	and	the	outcomes	of	
accreditation surveys, support the conclusion that continuous improvement cultures 
and practices are developing and strengthening in accredited aged care homes, 
although continuous improvement is the area where providers experience the greatest 
difficulty in complying with the Accreditation Standards;
•	 A	majority	of	experienced	managers	and	care	staff	identify	the	accreditation	process	as	
having stimulated continuous improvement practices; and
•	 The	Agency’s	educational	and	support	activities	almost	certainly	have	impacted	on	
continuous improvement practices in the sector.
The conclusion of the project is that the current system of accreditation is capable of 
achieving both stimulating continuous quality improvement and assuring compliance 
with minimum standards, and increasing evidence is emerging that the system is 
successfully doing so.
36  Schedule 2, Quality of Care Principles.
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4.8 International regulatory structures for aged care homes
The structure of the regulatory framework in Australia contrasts with the approaches to 
aged care regulation adopted in many other countries. Below, we describe systems for the 
regulation of residential aged care in a range of international jurisdictions.
4.8.1 Canada
Long-term facility-based care is governed by provincial and territorial legislation in Canada. 
Across the country, jurisdictions offer a different range of services and cost coverage and 
there is little consistency in the level or type of care offered and how it is measured.
The province of Ontario provides an example of the Canadian approach. The Ontario 
approach is based on licensing and inspection. Compliance with standards is overseen 
by the Ministry of Health and Long-Term Care, which undertakes regular reviews and 
inspections against service agreements, the relevant legislation and regulations and the 
standards outlined in the program manual for long-term care homes. 
The standards establish minimum expectations relating to care and services for residents. 
Each long-term care home operator must comply with these standards and policies. There 
are a total of 37 standards and 426 supporting criteria.3729
When a home fails to address identified problems or other issues of non-compliance, the 
government can impose sanctions on that home. In order to bring a home up to standard or 
back into compliance with the regulations and policies, the government can:
•	 Suspend	admissions;
•	 Suspend	or	revoke	the	home’s	license	or	approval	for	a	license;
•	 Refuse	to	renew	a	license	(nursing	homes	must	renew	their	licenses	each	year);	and/or
•	 Take	over	the	operation	of	a	home.3830
Homes against which enforcement measures are taken undergo increased monitoring to 
ensure that the needs of existing residents are being met.3931
Providers also can seek accreditation voluntarily through the Canadian Council on 
Health Services Accreditation, which is an independent, non-government organisation. 
Accreditation, however, is not an element of the regulatory framework.
The Ministry of Health and Long-Term Care also publishes inspection findings and details of 
‘verified concerns’.4032
37  http://www.health.gov.on.ca./english/public/program/ltc/28_pr_glossary.html
38  http://www.health.gov.on.ca/english/public/program/ltc/25_standards.html#3
39  http://www.health.gov.on.ca/english/public/program/ltc/25_standards.html#3
40  http://publicreporting.ltchomes.net/english/index.htm
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4.8.2 Denmark
This brief description of the regulatory framework for aged care homes in Denmark has 
been sourced from a report by the Ministry of the Interior and Health, and the Ministry of 
Social Affairs and Gender Equality: Questionnaire on health and long term care of the elderly.4133
In Denmark, local authorities are responsible for providing services to older people in 
compliance with national legislation. Funding is via local taxes and block grants from 
Government.
The provision of care services is based on the older person’s specific needs and requirements 
rather than the housing in which they reside. There is a focus on home-based care. No 
traditional nursing homes have been built in Denmark since 1987. Subsidised housing for 
older people is constructed instead, including housing with nursing facilities and care staff. 
Traditional nursing homes are available to older people (and people with disabilities) who 
need such facilities. 
There are no mandatory accreditation programs or national standards for quality for 
residential services for older people. National legislation creates a policy framework and 
defines rights in relation to care of the elderly. Local authorities who provide these services 
are required by legislation to prepare quality standards including a description of the 
services available to citizens who need personal or practical help and assistance, physical 
rehabilitation or general physical exercise provided at the local level. Descriptions of the 
nature, scope and performance of help and assistance must be concise and must include 
quality objectives which the local authority can subsequently use to evaluate performance 
and results.
The quality standards must be adopted by the local authority, which at least once a year 
must follow up on the quality and management of the services provided. 
A voluntary, private certification scheme called Certification of Quality Management and 
Development of Eldercare has been set up to monitor and develop the quality of services 
provided to older people. The certification scheme covers all services offered in the field 
of aged care. To obtain certification, providers of aged care must meet certain standards 
in three key areas: management; objectives and services; and process and resource 
management. Having obtained certification, service providers are entitled to describe their 
services as ‘quality-certified eldercare services’ and to use a certification logo.
4.8.3 England
In England, a licensing and inspection approach applies. There is no accreditation 
requirement. 
The Department of Health has published National Minimum Standards for Care Homes 
for Older People (the National Minimum Standards) which form the basis on which the 
Commission for Social Care Inspection determines whether care homes meet the needs of 
people who live in them.
41  http://ec.europa.eu/employment_social/social_protection/docs/dk_healthreply_en.pdf
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The introduction to the National Minimum Standards explains the regulatory context:
‘The Care Standards Act created the National Care Standards Commission (NCSC), 
[note: the functions of the NCSC have been assumed since then by the Commission 
for Social Care Inspection] an independent non-governmental public body, which 
regulates social health care services previously regulated by local councils and health 
authorities …
The CSA sets our a broad range of regulation making powers covering, amongst other 
matters, the management, staff, premises and conduct of social and independent 
healthcare establishments and agencies.
Under the Care Standards Act the Secretary of State for Health has powers to publish 
statements of National Minimum Standards. In assessing whether a care home 
conforms to the Care Homes Regulations 2001, which are mandatory, the [National 
Care Standards Commission] must take the standards into account. However, the 
Commission may also take into account any other factors it considers reasonable or 
relevant to do so.
Compliance with national minimum standards is not itself enforceable, but compliance 
with regulations is enforceable subject to national standards being taken into account.
The Commission may conclude that a care home has been in breach of the regulations, 
even though the home largely meets the standards. The Commission also has 
discretion to conclude that the regulations have been complied with by means other 
than those set out in the national minimum standards.’4234
In other words, compliance with the national minimum standards is not itself enforceable, 
but compliance with the regulations is enforceable subject to national standards being 
taken into account.
4.8.4 New Zealand
Most residential care is provided in the private sector in partnership with the Government, 
which provides the funding for those who qualify for the subsidy.4335
The New Zealand system is closer in design to the Australian system than the licensing 
systems described above. New Zealand has moved from a licensing system to a certification 
system, with compliance with standards audited by approved independent auditors.
The Health and Disability Services (Safety) Act 2001 aims to improve provider accountability 
using approved independent auditing to ensure compliance with the health and disability 
standards. The standards establish requirements for safe practice and continuous quality 
improvement systems. Providers are audited against the standards and receive certification 
when they meet the level of service required.
42  http://www.dh.gov.uk/assetRoot/04/05/40/07/04054007.pdf
43  http://www.aarp.org/research/international/speeches/a2003-11-11-kingremarks.html
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Service providers are able to choose from a list of designated audit agencies. These 
agencies, which are approved by the Ministry of Health, audit services against the 
appropriate standards. Providers are required to demonstrate to the auditors that the 
services they provide are:
•	 Safe;
•	 Focused	on	patient	services	and	the	outcomes;
•	 Continually	improving	in	quality;
•	 Compliant	with	the	standards;	and
•	 Consonant	with	the	Director-General’s	conditions.
Quality Health New Zealand (QHNZ) is an accreditation agency. QHNZ accreditation and 
certification audits can occur at the same time, but certification depends entirely on 
compliance with all the standards approved under the Act.
The auditors report their findings to the Ministry of Health. If providers meet the required 
standards, the Director-General of Health issues a certificate for relevant services to the 
provider. All providers under the legislation must comply with the standards and the 
Ministry of Health offers what assistance it can to ensure they do. The Director-General of 
Health has statutory authority to close a service if there are serious concerns for patient 
safety. Certification usually lasts three years, although in some instances it may only run for 
one or two years. Safety and continuous improvement in service provision may result in a 
longer than three year certification period.4436
4.8.5 United States of America
This brief description of the regulatory framework for aged care homes in the United 
States of America (USA) has been sourced from a report by the United States Government 
Accountability Office: Nursing Homes: Despite Increased Oversight, Challenges Remain in 
Ensuring High Quality Care and Resident Safety.4537
Oversight of aged care homes in the USA is a shared federal–state responsibility and is 
based on an inspection model. The Centers for Medicare and Medicaid Services (CMS) 
defines standards which aged care homes must meet to participate in the Medicare 
and Medicaid programs. CMS contracts with states, for annual surveys and complaints 
investigations, to assess whether services meet these standards.
Each aged care home receiving Medicare or Medicaid payment must undergo a standard 
survey not less than once every 15 months, and the statewide average interval for these 
surveys must not exceed 12 months. During a standard survey, separate teams conduct a 
comprehensive assessment of federal quality of care and fire safety requirements, while during 
a complaints investigation the focus generally is on a specific allegation regarding quality of 
care. The standard survey process involves review of resident assessment data documented 
44 http://www.moh.govt.nz/moh.nsf/wpg_Index/About-Health+and+Disability+Safety+Standards #How%20were%20the%20health%2
0and%20disabilit_0
45  http://www.gao.gov/new.items/d06117.pdf
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by the home according to standard criteria, as well as interviews of staff, residents and 
family members and observation of the care provided. Inspection teams generally comprise 
health care professionals such as registered nurses, social workers and dieticians. Fire safety 
inspections also are conducted, reviewing compliance with federal standards.
Deficiencies identified by inspectors are classified in one of 12 categories according to their 
scope and severity. CMS imposes sanctions on homes with Medicare or dual Medicare/
Medicaid certification on the basis of state referrals, while the states are responsible for 
enforcing standards in homes with Medicaid-only certification. CMS sanctions may include, 
for example, requiring training of staff, imposing fines, denying the home subsidy for new 
admissions and terminating the home from participation in the Medicare/Medicaid programs. 
While data suggest that the incidence of serious quality problems in nursing homes has 
declined in recent years, the review by the United States Government Accountability Office, 
referred to above, concluded that this trend masks two important and continuing issues: 
inconsistency in how states conduct surveys and understatement of serious quality problems.
4.9 Regulation of quality in other sectors in Australia
As part of the analytical work undertaken for this project, a review of regulatory approaches 
in a number of other sectors (centre-based long-day child care, food safety, occupational 
health and safety, safety and quality in acute care hospitals) was undertaken. These 
regulatory systems have a primary focus on safety and quality with an emphasis on safe 
practices that will minimise risk to the community. The objective of this analysis was to 
compare the approach of aged care regulation and accreditation with the regulation used 
in other systems in Australia. In the following pages the unique aspects of accreditation as 
a single national system are outlined together with the similarity of issues for regulatory 
systems in Australia. The key findings of the analysis are summarised in Table 2 and 3.
None of the regulatory approaches in other sectors exactly mirrors the approach taken to 
the regulation of aged care homes. For example, many regulatory systems are based on 
inspection by the regulator, and in many the responsibility for oversight and monitoring 
rests, either wholly or in part, with state governments. Incorporation of an accreditation 
requirement is unusual – while regulation of centre-based long-day child care in Australia 
incorporates an accreditation requirement; it is complemented by a licensing/inspectorial 
approach at a jurisdictional level, and while it is linked to funding there is greater tolerance 
of non-accredited status than exists in the residential aged care system. There are national 
standards but their adoption is at a state/territory level into licensing systems, rather than 
via the accreditation system. 
A summary of different approaches to regulation of safety and quality in various sectors in 
Australia and internationally is presented in Table 2. 
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4.10 Key findings of the Regulatory Analysis
The comparative Regulatory Analysis conducted as a component of this project raised 
a number of issues relevant to this project. With respect to the ability of the aged care 
regulatory scheme to achieve its outcomes, the project team concluded that:
•	 There	is	a	clear	and	accessible	national	policy	framework	for	quality	in	aged	care	homes,	
and the place of accreditation within the quality framework is clear.
•	 This	single	national	regulatory	scheme	is	preferable	to	a	scheme	that	is	administered	
partially or fully by state and territory governments. The current national nature of 
the scheme lends to efficiency and consistency for clients and staff, and minimises 
administrative burden. During the consultation for this project, stakeholders expressed 
a clear preference for a national rather than a state/territory-based system.
•	 The	inclusion	of	the	Accreditation	Standards	in	the	Quality of Care Principles facilitates 
access to the Accreditation Standards by a broad range of stakeholders. It also provides 
certainty about their content. On the other hand, their content is relatively inflexible 
and they have not been reviewed since the aged care reform package was legislated  
in 1997.
•	 The	Accreditation	Standards	generally	reflect	stakeholder	views	about	important	
parameters of safety and quality in residential aged care.
•	 The	Accreditation	Standards	generally	are	well-structured	with	respect	to	their	content,	
expression and outcome-focus, but contain some repetition and gaps, and there are 
opportunities to refine and simplify them.
•	 The	regulatory	framework	linking	funding	to	compliance	with	Accreditation	Standards,	
via the accreditation requirement, is conceptually sound, although there is some 
blurring of the roles of Government and the Agency.
•	 The	regulatory	framework	is	structured	so	as	to	foster	an	appropriate	balance	between	
compliance and continuous improvement.
•	 The	accreditation	process	is	fostering	some	innovation,	encouraging	the	best	providers	
to take the field up through the ceilings of high quality performance (as opposed to 
setting floors through standards), but this will improve further as the sector continues 
to adapt to a stricter regulatory environment.
•	 Sanctions	are	structured	appropriately	to	facilitate	compliance	and	improvement,	and	
to punish non-compliance.
The question of whether quantitative performance measures should be incorporated into or 
complement the accreditation process is addressed later in this report, in section 7.3. 
41The Aged Care Accreditation System
Ta
bl
e 
2:
 
Re
gu
la
to
ry
 sy
st
em
 fo
r s
af
et
y 
an
d 
qu
al
it
y 
(P
ar
t A
)
Re
gu
la
to
ry
 
Fe
at
ur
e
Re
si
de
nt
ia
l A
ge
d 
Ca
re
O
H
&
S
Fo
od
 S
af
et
y
Re
si
de
nt
ia
l A
ge
d 
Ca
re
 (E
ng
la
nd
)
A
cu
te
 H
os
pi
ta
l 
Sa
fe
ty
 a
nd
 Q
ua
lit
y
Ce
nt
re
 B
as
ed
 
Lo
ng
 D
ay
 C
hi
ld
 
Ca
re
Sa
fe
ty
 a
nd
 q
ua
lit
y 
a 
co
m
m
un
ity
 
pr
io
rit
y
Ye
s
Ye
s
Ye
s
Ye
s
In
cr
ea
si
ng
ly
 s
o,
 
bu
t l
ow
 le
ve
ls
 o
f 
aw
ar
en
es
s 
of
 ri
sk
Ye
s
Id
en
tifi
ab
le
 
na
tio
na
l  
po
lic
y/
st
ra
te
gy
Ye
s 
– 
Au
st
ra
lia
n 
G
ov
er
nm
en
t 
po
lic
y 
fr
am
ew
or
k
Ye
s 
– 
20
02
–2
01
2 
N
at
io
na
l O
H
&
S 
St
ra
te
gy
 e
nd
or
se
d 
by
 a
ll 
M
in
is
te
rs
. 
N
O
H
SC
 h
as
 k
ey
 
st
ra
te
gi
c 
ro
le
 
Ye
s 
– 
In
te
r-
go
ve
rn
m
en
ta
l 
Fo
od
 R
eg
ul
at
io
n 
Ag
re
em
en
t
N
ot
 id
en
tifi
ed
 
In
cr
ea
si
ng
ly
 s
o 
– 
na
tio
na
l p
la
n 
pr
om
ul
ga
te
d 
by
 
AC
SQ
H
C,
 e
nd
or
se
d 
by
 a
ll 
m
in
is
te
rs
Ye
s 
– 
Ch
oi
ce
 a
nd
 
Fl
ex
ib
ili
ty
 in
 C
hi
ld
 
Ca
re
 (A
us
tr
al
ia
n 
G
ov
er
nm
en
t)
Co
m
pr
eh
en
si
ve
 
le
gi
sl
at
iv
e 
fr
am
ew
or
k 
fo
r 
sa
fe
ty
 a
nd
 q
ua
lit
y
Ye
s 
– 
Ag
ed
 C
ar
e 
 
Ac
t 1
99
7
Ye
s 
– 
de
di
ca
te
d 
le
gi
sl
at
io
n 
in
 e
ac
h 
st
at
e/
te
rr
ito
ry
Ye
s 
– 
de
di
ca
te
d 
le
gi
sl
at
io
n 
in
 e
ac
h 
st
at
e/
te
rr
ito
ry
Ye
s 
– 
Ca
re
 
St
an
da
rd
s 
Ac
t 
20
00
N
o 
– 
va
rie
ty
 
of
 li
ce
ns
in
g 
re
qu
ire
m
en
ts
, 
no
 d
ed
ic
at
ed
 
sa
fe
ty
 a
nd
 q
ua
lit
y 
le
gi
sl
at
io
n 
Ye
s 
– 
fu
nd
in
g 
re
qu
ire
m
en
ts
 
ex
pr
es
se
d 
in
 
ta
xa
tio
n 
le
gi
sl
at
io
n 
in
 e
ac
h 
st
at
e/
te
rr
ito
ry
 h
as
 
ex
pl
ic
it 
fo
cu
s 
on
 
sa
fe
ty
 a
nd
 q
ua
lit
y 
U
ni
fo
rm
 n
at
io
na
l 
sy
st
em
 fo
r s
af
et
y 
an
d 
qu
al
ity
Ye
s
N
o 
(s
ta
te
/t
er
rit
or
y 
ju
ris
di
ct
io
n)
N
o 
(s
ta
te
/t
er
rit
or
y 
ju
ris
di
ct
io
n)
Ye
s
N
o 
– 
va
rie
s 
by
 
ju
ris
di
ct
io
n
Pa
rt
ia
lly
 N
at
io
na
l 
ac
cr
ed
ita
tio
n 
sy
st
em
, s
ta
te
/
te
rr
ito
ry
 
co
m
pl
ia
nc
e/
lic
en
si
ng
 s
ys
te
m
42 The Aged Care Accreditation System
Ta
bl
e 
2:
 
Re
gu
la
to
ry
 sy
st
em
 fo
r s
af
et
y 
an
d 
qu
al
it
y 
(P
ar
t A
)
Re
gu
la
to
ry
 
Fe
at
ur
e
Re
si
de
nt
ia
l A
ge
d 
Ca
re
O
H
&
S
Fo
od
 S
af
et
y
Re
si
de
nt
ia
l A
ge
d 
Ca
re
 (E
ng
la
nd
)
A
cu
te
 H
os
pi
ta
l 
Sa
fe
ty
 a
nd
 Q
ua
lit
y
Ce
nt
re
 B
as
ed
 
Lo
ng
 D
ay
 C
hi
ld
 
Ca
re
U
ni
fo
rm
 n
at
io
na
l 
st
an
da
rd
s 
fo
r 
sa
fe
ty
 a
nd
 q
ua
lit
y
Ye
s
Pa
rt
ia
lly
 –
 
st
an
da
rd
s 
de
ve
lo
pe
d 
by
 
N
O
H
SC
, b
ut
 
de
pe
nd
en
t o
n 
ad
op
tio
n 
in
to
 
st
at
e/
te
rr
ito
ry
 
le
gi
sl
at
io
n
Ye
s  
un
ifo
rm
 
na
tio
na
l s
ta
nd
ar
ds
 
ad
op
te
d 
in
to
 
le
gi
sl
at
io
n 
by
 
re
fe
re
nc
e
Ye
s
N
o 
– 
va
rie
s 
by
 
ju
ris
di
ct
io
n,
 
pu
bl
ic
/p
riv
at
e 
et
c.
Pa
rt
ia
lly
 s
ta
nd
ar
ds
 
ag
re
ed
 b
y 
M
in
is
te
rs
, b
ut
 
de
pe
nd
en
t o
n 
ad
op
tio
n 
in
to
 
le
gi
sl
at
io
n.
 
Q
ua
lit
y 
ar
ea
s 
an
d 
pr
in
ci
pl
es
 a
pp
lie
d 
co
ns
is
te
nt
ly
 
th
ro
ug
h 
na
tio
na
l 
ac
cr
ed
ita
tio
n 
sy
st
em
St
an
da
rd
s 
in
co
rp
or
at
ed
 
in
to
 re
gu
la
to
ry
 
in
st
ru
m
en
t
Ye
s 
– 
Q
ua
lit
y 
of
 
Ca
re
 P
rin
ci
pl
es
Ye
s, 
bu
t 
in
co
rp
or
at
io
n 
in
to
 
st
at
e/
te
rr
ito
ry
 
le
gi
sl
at
io
n 
va
rie
s 
be
tw
ee
n 
ju
ris
di
ct
io
ns
Ye
s 
– 
ad
op
te
d 
in
to
 s
ta
te
/t
er
rit
or
y 
le
gi
sl
at
io
n 
by
 
re
fe
re
nc
e
N
o
N
o
N
o
St
an
da
rd
s 
pl
ai
nl
y 
ou
tc
om
e-
 o
r 
pe
rf
or
m
an
ce
-
ba
se
d
Ye
s
Ye
s
Ye
s
N
o
Ye
s
Ye
s
Co
m
pl
ia
nc
e 
w
ith
 
st
an
da
rd
s 
lin
ke
d 
to
 
lic
en
ce
 to
 o
pe
ra
te
N
o
Pr
ov
is
io
na
l 
Im
pr
ov
em
en
t 
N
ot
ic
es
 c
an
 
re
qu
ire
 o
pe
ra
tio
ns
 
to
 c
ea
se
 u
nt
il 
co
m
pl
ia
nc
e 
is
 
ac
hi
ev
ed
.
Ye
s
Ye
s, 
al
th
ou
gh
 
co
m
pl
ia
nc
e 
is
 n
ot
 
m
an
da
te
d 
bu
t 
m
us
t b
e 
ta
ke
n 
in
to
 
ac
co
un
t
N
o
Ye
s, 
at
 s
ta
te
/
te
rr
ito
ry
 le
ve
l
43The Aged Care Accreditation System
Ta
bl
e 
2:
 
Re
gu
la
to
ry
 sy
st
em
 fo
r s
af
et
y 
an
d 
qu
al
it
y 
(P
ar
t B
)
Re
gu
la
to
ry
 
Fe
at
ur
e
Re
si
de
nt
ia
l A
ge
d 
Ca
re
O
H
&
S
Fo
od
 S
af
et
y
Re
si
de
nt
ia
l A
ge
d 
Ca
re
 (E
ng
la
nd
)
A
cu
te
 H
os
pi
ta
l 
Sa
fe
ty
 a
nd
 Q
ua
lit
y
Ce
nt
re
 B
as
ed
 
Lo
ng
D
ay
 C
hi
ld
 
Ca
re
Co
m
pl
ia
nc
e 
w
ith
 
st
an
da
rd
s 
lin
ke
d 
to
 
fu
nd
in
g
Ye
s
N
o
N
o
N
o
Ye
s, 
in
 p
riv
at
e 
se
ct
or
 th
ro
ug
h 
pr
ac
tic
al
 e
ffe
ct
 o
f 
H
PP
A
s
Ye
s, 
al
th
ou
gh
 
gr
ea
te
r t
ol
er
an
ce
 
of
 n
on
-a
cc
re
di
te
d 
st
at
us
 th
an
 a
pp
lie
s 
in
 A
ge
d 
Ca
re
St
an
da
rd
 s
et
te
r
Au
st
ra
lia
n 
G
ov
er
nm
en
t
N
O
H
SC
FS
A
N
Z
U
K 
G
ov
er
nm
en
t
AC
H
S 
an
d 
ot
he
r 
ac
cr
ed
ita
tio
n 
pr
ov
id
er
s
N
CA
C
Vo
lu
nt
ar
y 
ac
cr
ed
ita
tio
n
N
o
Ye
s
Ye
s
N
o
Ye
s
N
o
‘P
ra
ct
ic
al
 
co
m
pu
ls
io
n’
 
ac
cr
ed
ita
tio
n
Ye
s
In
cr
ea
si
ng
 v
ia
 
co
m
m
er
ci
al
 
in
ce
nt
iv
es
In
cr
ea
si
ng
 v
ia
 
co
m
m
er
ci
al
 
in
ce
nt
iv
es
N
o
Pr
iv
at
e 
se
ct
or
 o
nl
y
In
cr
ea
si
ng
M
an
da
to
ry
 
ac
cr
ed
ita
tio
n
N
o
N
o
N
o
N
o
N
o
N
o
Pe
rf
or
m
an
ce
 
m
ea
su
re
m
en
t 
el
em
en
t o
f 
ac
cr
ed
ita
tio
n/
in
sp
ec
tio
n
N
o
Ye
s
Ye
s
N
o
Ye
s 
(C
EP
)
N
o
Ex
pl
ic
it 
co
nt
in
uo
us
 
im
pr
ov
em
en
t 
fo
cu
s
Ye
s
Ye
s
Ye
s
N
ot
 p
ro
m
in
en
t
Ye
s
Ye
s
Ed
uc
at
iv
e 
fo
cu
s 
of
 re
gu
la
to
ry
 
au
th
or
iti
es
Ye
s 
– 
Ag
ed
 C
ar
e 
St
an
da
rd
s 
an
d 
Ac
cr
ed
ita
tio
n 
Ag
en
cy
Ye
s 
– 
N
O
H
SC
 a
nd
 
st
at
e 
an
d 
te
rr
ito
ry
 
ag
en
cy
N
ot
 p
ro
m
in
en
t
N
ot
 p
ro
m
in
en
t
Ye
s 
– 
AC
H
S
Ye
s 
– 
N
CS
C
44 The Aged Care Accreditation System
Ta
bl
e 
2:
 
Re
gu
la
to
ry
 sy
st
em
 fo
r s
af
et
y 
an
d 
qu
al
it
y 
(P
ar
t B
)
Re
gu
la
to
ry
 
Fe
at
ur
e
Re
si
de
nt
ia
l A
ge
d 
Ca
re
O
H
&
S
Fo
od
 S
af
et
y
Re
si
de
nt
ia
l A
ge
d 
Ca
re
 (E
ng
la
nd
)
A
cu
te
 H
os
pi
ta
l 
Sa
fe
ty
 a
nd
 Q
ua
lit
y
Ce
nt
re
 B
as
ed
 
Lo
ng
D
ay
 C
hi
ld
 
Ca
re
In
sp
ec
to
rs
/
su
rv
ey
or
s/
 
ac
cr
ed
ito
rs
A
pp
oi
nt
ed
 tr
ai
ne
d 
pr
of
es
si
on
al
s, 
m
an
y 
w
ith
 
ex
pe
rie
nc
e 
in
 a
ge
d 
ca
re
O
H
&
S 
in
sp
ec
to
rs
 
em
pl
oy
ed
 b
y 
st
at
e/
te
rr
ito
ry
 a
ge
nc
y
En
vi
ro
nm
en
ta
l 
H
ea
lth
 O
ffi
ce
rs
 
em
pl
oy
ed
 b
y 
lo
ca
l 
go
ve
rn
m
en
t
Pr
of
es
si
on
al
 
in
sp
ec
to
rs
Vo
lu
nt
ar
y 
tr
ai
ne
d 
pe
er
s
Va
lid
at
or
s 
ar
e 
tr
ai
ne
d 
pe
er
s 
w
ho
 a
re
 re
le
as
ed
 
fr
om
 th
ei
r s
er
vi
ce
 
to
 u
nd
er
ta
ke
 
as
se
ss
m
en
ts
. 
M
od
er
at
or
s 
ar
e 
ap
po
in
te
d 
tr
ai
ne
d 
pr
of
es
si
on
al
s 
w
ith
 
ex
pe
rie
nc
e 
in
 c
hi
ld
 
ca
re
Ex
pl
ic
it 
pr
oc
es
se
s 
w
he
n 
pu
bl
ic
 s
af
et
y 
at
 ri
sk
Ye
s 
– 
re
fe
r t
o 
D
oH
A
Ye
s 
– 
en
fo
rc
em
en
t 
ac
tio
n 
at
 s
ta
te
/
te
rr
ito
ry
 le
ve
l
Ye
s 
– 
en
fo
rc
em
en
t 
ac
tio
n 
at
 lo
ca
l 
go
ve
rn
m
en
t a
nd
 
St
at
e/
Te
rr
ito
ry
 
le
ve
l
Ye
s 
– 
en
fo
rc
em
en
t 
ac
tio
n 
by
 re
gu
la
to
r
N
o
Ye
s 
– 
re
fe
r t
o 
Fa
CS
G
ov
er
nm
en
t 
sa
nc
tio
ns
 if
 
un
sa
tis
fa
ct
or
y 
ac
cr
ed
ita
tio
n/
lic
en
si
ng
 
pe
rf
or
m
an
ce
Ye
s
N
/A
N
/A
Ye
s
N
o
Ye
s
Cr
im
in
al
 o
r c
iv
il 
pe
na
lti
es
 fo
r f
ai
lu
re
 
to
 c
om
pl
y 
w
ith
 
st
an
da
rd
s
N
o
Ye
s
Ye
s
N
o
N
o
N
o
45Understanding Quality of Care and Quality of Life
5. Understanding Quality of Care and Quality  
of Life 
5.1 Chapter overview
The focus of this chapter is on understanding quality of care and quality of life. An 
understanding of the concepts of quality of care and quality of life and their relationship to 
each other is fundamental to assessing the impact of accreditation on quality of care and life 
in residential aged care. This chapter will consider the following key topics:
•	 Defining	and	understanding	the	terms	‘quality’,	‘quality	of	care’	and	‘quality	of	life’;	
•	 Stakeholders’	understandings	of	quality,	quality	of	care	and	quality	of	life	as	they	
related to residential aged care; 
•	 The	important	domains	of	quality	in	residential	aged	care	identified	by	stakeholders;	
•	 Links	to	the	development	of	quality	indicators	for	residential	aged	care;	and	
•	 The	sector	views	of	quality	of	care	and	life	from	the	CR&C	Aged	Care	Surveys.
Evidence has been drawn from previous components and outputs of the project:
•	 The	Regulatory	Analysis;	
•	 The	Literature	Review;	
•	 Stakeholder	Consultations;	
•	 The	analysis	of	Agency	data;	and
•	 CR&C	Aged	Care	Surveys.
5.2 Introduction 
The concepts ‘quality of care’ and ‘quality of life’ have different meanings for different 
stakeholder groups. Professional stakeholders tended to see quality of care as pertaining 
to clinical health care and quality of life as lifestyle related. Residents and their families 
tended not to distinguish between the concepts, and see to quality as an overall construct, 
comprised of a range of domains or areas which contribute to overall quality. 
The relationship between the two concepts varies depending upon the health status of 
the individual ,with quality of care making a more significant contribution to individual 
residents’ overall quality of life as their heath status declines. 
5.3 Quality of care and quality of life in residential aged care
The terms ‘quality of care’ and ‘quality of life’ have been widely used in a diverse range of 
contexts with different interpretations of their meaning. These concepts have not been 
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defined in the 1997 Act and this has contributed to the lack of consistency in perceptions of 
the parameters of the terms. 
Generally, quality of care literature has tended to focus on a medical model of care, which 
emphasises the provider’s point of view, and in the acute care sector especially, is largely 
concerned with health care interventions and their availability, safety and outcomes. In 
comparison, the quality of life literature is more sociologically based and includes broader 
psycho-social and cultural considerations from the consumer’s viewpoint. Integration of 
these two perspectives in the residential aged care sector is essential. In residential aged 
care, quality of care is generally seen as a contributory component of quality of life, with a 
variety of other factors contributing to quality of life. 
It is recognised in the literature that attempting to define ‘quality care’ in residential aged 
care is more complicated than in the acute sector. This is because the concept of ‘quality’ 
is multifaceted in the aged care environment (Rantz 2000) with quality of life being a key 
measure of outcomes. It is seldom a part of the measurement of quality in the acute sector. 
A number of domains have been identified in the literature as impacting on quality of 
care and quality of life in aged care homes. Broadly, these factors may be divided into four 
general domains, comprising:
•	 Medical/clinical/mental	and	physical	health	care	(e.g.	safety,	access,	appropriateness,	
effectiveness and acceptability of various aspects of medical, nursing and allied health 
care);
•	 Physical	surroundings	(e.g.	safety,	amenity	and	acceptability	to	residents);	
•	 Social	environment	(e.g.	family	interactions,	social	activities);	and	
•	 Organisational	leadership	and	management.
The domains identified in the literature continue to have a strong focus on quality of 
care rather than quality of life in residential aged care. The emphasis to date has been on 
objective independent measures with a lack of emphasis on research related to residents’ 
subjective quality of life and approaches to its measurement. Consequently domains of 
quality which have been used to measure the performance of residential aged care to date 
have focused on quality of care related attributes of homes.
While the Literature Review for the foundation and development of quality indicators 
identified that research has focused on quality of care, particularly in regard to performance 
measurement, a wide range of social and environmental factors were identified in the 
literature as having a major impact upon the quality of care and quality of life experienced 
by residents in aged care homes. These factors reflect the multi-faceted nature of residential 
aged care and include: 
•	 Physical	environment;
•	 Level	of	functional	ability;
•	 Management	arrangements	and	management	‘style’;
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•	 Processes	of	care;
•	 Resident	and	carer	satisfaction	including	life	satisfaction	and	sense	of	autonomy	and	
control;
•	 Staff	satisfaction,	morale	and	psychological	well-being;	
•	 Social	outcomes;
•	 Staff	management;	and
•	 Ownership	of	residential	aged	care	services.
These factors provided a foundation that guided the exploration of quality, quality of 
care and quality of life for this project. They were explored in the qualitative research 
conducted in this project and used to develop the stakeholder derived quality framework 
outlined in Sections 5.3.1–5.3.5. The stakeholder-derived quality framework has been 
developed to provide a means of moving beyond the limitations of care-focused quality 
to include subjective indicators of quality. This framework was also used to test the impact 
of accreditation on quality of care and quality of life and to provide a measure of these 
dimensions in aged care homes across Australia in 2006. 
5.3.1 The meaning of quality of care
Typically, quality in health care is seen as a multidimensional concept encompassing 
domains of accessibility, coordination, comprehensiveness, effectiveness, efficiency, patient 
satisfaction, safety, technical proficiency, appropriateness and acceptability (Boyce et al. 
1997; Caper 1988; Irwig 1993). Many of these domains apply to elements of the residential 
aged care sector as they do to the acute health care sector, although their application may 
differ and their relative importance may vary considerably between the sectors. 
According to the Stakeholder Consultation undertaken in Stage 1 of this project, quality 
of care was reported to involve professional, objective judgements related to accepted 
standards of clinical practice. Good quality of care was related to physical, psychological 
and social factors. The ultimate aim of good quality of care was to maximise the comfort, 
independence, and level of day-to-day functioning of residents. Stakeholders emphasised 
the importance of resident-focused, individualised and holistic approaches to the provision 
of quality care.
Staff-related factors were considered to have the most significant impact upon the quality 
of care provided to residents. These included: 
•	 Personal	values,	motivation	and	level	of	interest;
•	 The	time	available	to	address	residents’	needs	in	an	appropriate	manner;
•	 Workforce	recruitment,	retention	and	stability;
•	 Knowledge,	skills	development	and	education;
•	 Management,	leadership,	sense	of	value	and	overall	job	satisfaction;
•	 The	capacity	to	access	a	range	of	other	professionals	required	for	appropriate	care;	and
•	 The	level	of	co-ordination	and	service	integration	in	residents’	lifestyle	programs.
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The Stakeholder Consultation found that views on quality of care vary between stakeholder 
groups. Many of the professional stakeholders who took part defined quality of care as 
the degree to which the physical amenities; personal and social support and medical/
nursing care provided to residents of aged care homes meet or exceed expectations. They 
emphasised the importance of a resident-focused, holistic approach to the provision of 
quality care. They tended to see quality of care as measurable, tangible and service-focused 
while quality of life was considered to be the individual’s experience of the services and 
their feelings of well-being. For many, quality of life was seen as the outcome of a range of 
factors including quality of care. 
Residents and family members thought of quality as an overall experience. The distinction 
between quality of care and quality of life that was such an important theme in the 
literature was that no clear distinction is made at the consumer level. Generally, they took a 
more holistic view of quality, with the service and care provided seen as made up of a  
series of important domains which contributed to their overall perception of quality.  
(See Section 5.3.5.)
This was supported in the quantitative CR&C Aged Care Surveys where it was found that the 
relationship between overall quality and quality of care and quality of life is different for care 
staff and family carers. While care staff placed a higher emphasis on quality of life (perhaps 
indicating their level of control over quality of care), family carers place a higher emphasis 
on quality of care. This was not surprising as health reasons were often a motivation for a 
person entering residential care. 
5.3.2 The meaning of quality of life
The research literature within health care and the broader community has incorporated 
three general approaches to understanding and measuring the quality of life of individuals, 
based upon:
•	 Subjective	judgements	of	an	individual’s	‘unique’	experience;
•	 Objective	measurement	of	an	individual’s	‘typical’	experience;	and
•	 Individual	choices	and	preferences	to	select	particular	products	or	services.
According to the research and professional literature the term quality of life generally refers 
to an individual’s relative experience of well-being that can be measured both subjectively 
and objectively. The Stakeholder Consultations undertaken in Stage 1 of this project support 
the view that there is wide variation in how these terms are used. 
According to the views expressed by stakeholders in Stage 1, quality of life was reported to 
be a broad concept relating to the individual’s subjective well-being, happiness and overall 
enjoyment of lifestyle. 
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Key factors that were reported to have the most significant impact upon the quality of life 
experienced by residents, included:
•	 The	health	status	experienced	by	individual	residents	and	quality	of	(clinical)	care	
provided by the facility;
•	 Access	to	and	availability	of	suitably	qualified	staff	to	deliver	an	appropriate	range	of	
services;
•	 Provision	of	a	range	of	activities	that	encourage	appropriate	and	sufficient	interest	and	
stimulation;
•	 Formation	of	collaborative	inclusive	relationships	between	providers	(including	
management and staff) with residents and their families; and
•	 The	resident’s	level	of	engagement	and	activity	with	family	members	and	the	broader	
community. 
5.3.3 Perspectives on the concepts of quality of care and quality of life
Within the current project, taking into account the literature and the views of stakeholders, 
the following perspectives on the concepts of quality of care and quality of life in the 
context of residential aged care have emerged:
•	 Quality of care is the degree to which acceptable standards are met or exceeded in 
relation to:
− Physical, personal, psychological, spiritual and socio-cultural care and support; 
− Medical, nursing and allied health care; and
− Physical facilities.
•		 Quality of life is the degree to which:
− An individual resident’s overall well-being (including level of social activity, physical 
activity and health status) meets their personal expectations, the expectations of 
their carers or the expectations of the community; or
− A group of residents’ overall well-being meets the expectations of the community.
5.3.4 The relationship between quality of care and quality of life
In the literature, there is no consistent view of the relationship between quality of care and 
quality of life (Mattiasson & Andersson 1997). Some commentators argue that they are 
two separate concepts. Others contend that the two concepts overlap and that the degree 
of overlap depends on the health status of the individual. According to this latter view, 
the more impaired the individual’s health, the more likely quality of care is to be a factor 
influencing their quality of life creating a greater area of overlap. For residents of aged care 
homes, quality of care would be a subset of quality of life (see Figure 3), with quality of care 
being paramount because of its contribution to quality of life. 
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Figure 3: A model of the relationship between quality of care and quality of life
Stakeholders consulted in Stage 1 of this project tended to see quality of care as a 
component of quality of life, with many other factors influencing quality of life. Many 
stakeholders, including family members and professionals, felt that quality of care had a 
more significant impact on quality of life if the resident’s health status declined. 
Consistent with the views of stakeholders and some of the views expressed in the literature, 
this approach recognises that the impact of quality of care on quality of life becomes more 
significant as a person’s health status declines. Put another way, the more a person’s health 
status declines, the more their overall well-being and enjoyment of life is dependent on the 
care they receive. (See Figure 4). 
Quality of Life
Related to the individual’s experiences 
and perceptions.
Seen as subjective.
Concerned with happiness, well-
being, satisfaction with life.
Influenced by the individual’s overall 
satisfaction with quality.
Quality of Care
Related to care delivered by others
Seen as objectively measurable.
Associated with health care.
Seen as essential to quality of life.
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Figure 4: Impact of health status on quality of life
The relationship between health status and the relative importance of quality of care and 
quality of life is particularly important in understanding residential aged care where the 
specific characteristics of the client population may impact on residents’ quality of life, 
independent of the quality of care provided to them. These characteristics include the 
presence of debilitating and untreatable symptoms of physical and/or mental illness, the 
degree of general infirmity experienced by the individual and the presence or absence 
of effective social networks and family support. Many residents in aged care homes have 
underlying conditions that make them extremely vulnerable. These conditions can impact 
on the resident’s experience of quality of life. Even exceptional quality of care may fail to 
overcome the influence of those factors (e.g. physical ill health, depression or physical frailty). 
Residential aged care is provided over an extended period of time to a population with 
rapidly changing needs. The relationship between quality of care and quality of life can 
change over this time for an individual. At times the change can be rapid, though more 
often it is gradual. As residents’ needs and expectations vary, their quality of life may decline 
despite the delivery of a consistently high quality of care. 
The key parameters of quality can change with increasing dependency and declines in 
health status. The Stakeholder Consultations found that the resident and family members’ 
initial decision to select a particular residential aged care home was based more upon the 
physical environment, the services provided, and the quality of resident-staff interactions. 
However, as the residents’ level of need increased, the quality of clinical care provided by 
care staff took on an increasing level of importance in residents’ overall quality of life. 
QoL
QoC
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Importance 
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5.3.5 The stakeholder-derived domains of quality
In order to understand residents’ views on quality, a model comprising five general domains 
was derived from the consultations with stakeholders (particularly residents and families) 
undertaken in Stage 1. The stakeholder-derived model has a focus on the overall concept of 
quality, as not all stakeholder groups made a distinction between quality of care and quality 
of life. Indeed, the relationship between quality of care and quality of life is not necessarily 
an exclusive one, and for many consumer stakeholders (residents and their families), quality 
was related to overall lifestyle, well-being and perceptions. 
The domains of quality identified were environment, services, interactions, personal factors 
and health. (See Figure 5) 
This model of quality has consistently been seen as providing a comprehensive coverage 
of the key domains of quality in residential aged care from a resident’s perspective. The 
domains are described in detail in the following section. 
Figure 5: Domains of quality derived from stakeholder consultation
1. Environment
This domain pertains to the physical set-up of the aged care home. The homeliness and 
comfort of the home was an important aspect of the environment to the residents. Related 
to this are cleanliness and hygiene. Access to private rooms and en-suite bathrooms 
were key elements of privacy for residents. The capacity to have one’s own TV, fridge and 
temperature control was also very important. Environment includes the systems affecting 
the personal safety and security of residents. The environmental features were seen as 
having a significant contribution to residents’ autonomy and independence as well as 
physical well-being. This domain was seen as covering elements of both quality of care and 
quality of life. 
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2. Daily services 
This domain pertains to services required for everyday life in residential aged care. It 
includes food services and activities. For residents, quality in food service delivery reflects 
the importance of a normalised and homely approach (i.e. tablecloths, china crockery, 
times, communal tables etc.) to food service, including access to healthy fresh food, choice 
and variety. Activities were an important aspect of this domain. Particularly important for 
residents was the provision of community-based, meaningful, age and gender appropriate 
activities which align with the normal activities of older people living in the community. This 
domain reflects a strong desire for ‘normalised’ services which reflect the normal patterns 
of daily life for older people residing in the community and which reflect individual choices. 
This domain was generally aligned to quality of life.
3. Interactions 
This domain includes a range of interpersonal interactions between residents, families, staff 
and home management. Interactions encompass the nature of resident-staff interactions 
and the attitude of staff in treating residents with respect, dignity and as individuals. The 
most important element of this domain is the provision of time for staff to interact with 
residents. Compatibility with other residents is also extremely important. Cultural and 
linguistic compatibility between residents and staff is recognised within this domain, as is 
the level of consultation with residents about issues affecting their life. The important role 
of family carers and the need for inclusiveness between the home and family carers is also 
reflected in this domain. The interactions domain was aligned to the quality of life.
4. Personal factors
This domain relates to the maintenance of residents’ personal autonomy, sense of belonging 
and overall sense of well-being. This includes familiarity with the staff, who know the 
residents as individuals and who know their individual preferences. This domain includes 
opportunities for residents to express and act upon, their individual preferences in matter 
such as sexuality, and spirituality. This domain was aligned to quality of life.
5. Health
This domain relates to the timely and appropriate delivery of high quality of clinical care in 
relation to physical and emotional health care. Included in this domain is palliative care. This 
domain aligns closely to quality of care.
The five quality domains were empirically derived from the extensive Stakeholder 
Consultations using rigorous and comprehensive qualitative research methodologies. The 
resident perspective, including consultation with residents, family carers and care staff, was 
the foundation of the domains.. These domains provide a resident-focused perspective 
on the aspects of residential aged care that contribute to overall quality. While the five 
domains contain a mix of attributes, some of which can be measured objectively, they 
are fundamentally based upon the perceptions, values and experiences of stakeholders. 
This approach is unusual in the literature. However, it is consistent with contemporary 
tends towards increased resident focus and legitimises the importance of examining the 
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subjective elements of care which can make a major contribution to satisfaction with overall 
quality, and with quality of life in particular.
The quality domains are not mutually exclusive and some may overlap. For example food 
has a number of attributes related to its nutritional content (health domain), social aspects 
of meal time (interaction domain), overall quality of the meal service provided by the home 
(services domain) and compliance with food safety standards (environment domain). It has 
been classified under daily services because the other major attributes of food and meal 
services are covered by other domains. 
These domains reflect the important dimensions of quality from a resident perspective. 
While residents did not distinguish between quality of care and quality of life, the domains 
align to the constructs of quality of care and quality of life as they are understood from 
the literature. The domain of health, which aligns strongly to quality of care, was generally 
seen as prerequisite of overall good quality. Residents and family members expected a 
high quality of healthcare and saw this as fundamental aspect of the service. The domain of 
environment had some attributes which align to the concept of quality of care, while others 
related more closely to quality of life. The other domains (services, interactions, personal 
factors), which generally related more strongly to resident lifestyle or quality of life, were 
described by stakeholders as being more important in determining their overall sense of 
well-being. Again consistent with the literature, the exclusions to this were those cases 
where residents’ health needs increased the importance of the health domain according to 
their perspective. 
5.4 Current perceptions of quality of care and quality of life 
The Stakeholder Consultations provided the foundation for developing domains of quality 
that included quality of life. CR&C conducted a survey of quality managers, care staff and 
family carers (the CR&C Aged Care Surveys) to measure the impact of accreditation on 
quality of life and quality of care for residents in aged care homes. These surveys measured 
the current level of quality using a subjective framework (respondent perceptions) 
quantified over representative samples of the populations of these stakeholders to provide 
a subjective based measurement of quality. 
The CR&C Aged Care Surveys measured the perceptions of quality managers, care staff 
and family carers on quality, quality of care and quality of life and provided insight into 
understanding of the relationship between these factors. This section of the report focuses on 
the overall relationships between perceptions of quality, quality of care and quality of life.461 
The survey questions were informed by the earlier Stakeholder Consultations and reflected 
stakeholder-derived domains of quality identified in Stage 1 of the project. This was used as 
a basis for the questionnaires (with some modifications to streamline administration time) 
in order to ensure resident focus and a comprehensive coverage of issues identified by the 
46  Other aspects of the survey findings are reported in more detail in Section 6.
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stakeholders as being important contributors to quality. However, while many stakeholder 
groups did not distinguish between quality of care and quality of life, the surveys were 
designed to also reflect the theoretical understandings of quality of care and life presented 
in the Literature Review. This dual approach was undertaken to ensure that comprehensive 
understanding of quality could be derived from the survey results. 
Quality managers and care staff were asked to provide an overall rating of the quality of the 
service provided to residents at their home. The question asked of family carers — how would 
you rate your satisfaction with the home? — was slightly different to make it more relevant 
to them. However, the intent of the question was the same and therefore the results can be 
compared. Just over nine in ten managers (93 per cent) rated the overall quality provided to 
residents as either excellent or very good compared with seven in ten family carers (70 per 
cent) and two in three care staff (66 per cent).
An important component of quality is clinical care. A higher proportion of managers (95 per 
cent) rated the overall quality of clinical care provided to residents as either excellent or very 
good compared with care staff (73 per cent) or family carers (67 per cent).
Quality of life or lifestyle of residents at the home was generally rated favourably. However, 
all three stakeholder groups rated quality of life less favourably than they did quality of 
care. Even so, a higher proportion of managers (90 per cent) rated the overall quality of life 
provided to residents as either excellent or very good compared with care staff (58 per 
cent) and family carers (54 per cent). That is, aged care homes were seen as providing good 
quality of care but quality of life, while rated highly, was not seen to be provided at the same 
level. As noted above (Section 5.3.4) this may well reflect the high level of dependency and 
poor health status of residents. 
5.4.1 Models of quality for care staff and family carers
In addition to the broad areas of quality outlined above, quality managers, care staff and 
family carers provided performance ratings of specific attributes of service quality at the 
home. While performance ratings provide a valuable measure of perceptions of quality, 
they are unable to indicate the relative importance or strength of factors in contributing to 
quality. For this reason, a multiple regression analysis was conducted to identify the extent 
to which quality of care and quality of life contribute to the overall perception of service 
quality, and those factors that were key drivers of both quality of care and quality of life. 
Over 50 individual items, identified through the extensive Literature Review and qualitative 
research with residents, family carers, care staff and managers, were included in this analysis. 
Results from the multiple regression models used to analyse the data for care staff and 
family carers are summarised below. The model for the quality managers’ survey was not 
found to be predicative of the variance in the data and therefore has not been reported. This 
may be due to the high positive views of managers and the lack of variance in the data.
56 Understanding Quality of Care and Quality of Life
Care staff model of quality
For care staff, both quality of care and quality of life were strong predictors of views of the 
overall quality of the home472. However, quality of life was a considerably stronger driver of 
overall quality than was quality of care. This may reflect that care staff felt they had more 
control over factors involved in quality of care. 
The key driver of quality of life for care staff was the overall quality of services provided to 
residents. This was more than twice as important as the next strongest driver – resident 
access to meaningful activities and a sense of purpose. A home-like atmosphere was also 
found to be important in driving overall quality of life. 
Figure 6: Quality model for care staff
The quality model for care staff was found to be highly predictive.483
In addition, care staff ratings of the performance of overall quality of life and resident 
access to meaningful activities were generally lower than those for other areas. Given the 
importance of these factors, this strongly suggests these areas should be prioritised for 
further improvement. Similarly, the importance of the overall quality of services provided to 
residents also suggests this as an area for further consideration. 
47 In this context, the overall quality of the home refers to an holistic assessment of the overall quality of both the home and all services 
provided. 
48  Adjusted R square of 0.71.
CARE STAFF
Overall Quality of Home
Overall Quality of Life
•	 Quality of services provided  
to residents .47
•	 Meaningful	activities	and	 
sense of purpose .20
•	 Home-like	 
atmosphere .10
Overall Quality of Care
•	 Staff	resident	interactions	 .18
•	 Management	of	behaviour	 .16
•	 Personal	care	needs	 .15
•	 Family	involved	in 
care planning .11
•	 Nutrition	 .10
.53 .40
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The key driver of quality of care for care staff was staff-resident interactions, followed 
closely by the management of resident behaviours of concern and attendance to residents’ 
personal care needs. Of lesser importance was family involvement in care planning and 
nutrition. As all of these areas received a similar performance rating, all were equally 
identified for improvement.
Family carers model of quality
For family carers, both quality of care and quality of life were strong predictors of overall 
quality of the home. However, for family carers quality of care was a considerably stronger 
driver of overall quality than was quality of life. This may reflect family carers’ concern over 
the physical health and well-being of the person they care for. 
The key drivers of quality of life were the overall quality of services provided to residents, 
staff-resident interactions and communication of a clear vision and direction. Dementia 
care was also important to a lesser extent. Each of these areas received similar performance 
ratings from family carers. 
The key drivers of quality of care for family carers were staff-resident interactions, followed 
closely by the management of residents’ behaviour of concern and attendance to residents’ 
personal care needs. Of lesser importance were the quality of management and leadership 
and palliative care. In terms of performance ratings provided by family carers, the 
management of residents’ behaviour of concern was the area with the lowest rating.
The model for family carers was found to be highly predictive.494
Figure 7: Quality model for family carers
49 Adjusted R squared of 0.70. R-squared is a statistical measure of the extent to which a regression line approximates real data points, 
with an r-squared of 1.0 (100 per cent) indicating a perfect fit. It is a descriptive measure between zero and one, which indicates how 
well one term predicts another.
FAMILY CARERS 
Overall Quality of Home
Overall Quality of Life
•	 Quality of services provided  
to residents .26
•	 Staff	resident	interactions	 .25
•	 Communications	of	a	clear	
vision and direction .20
•	 Dementia	care	 .15
Overall Quality of Care
•	 Staff	resident	interactions	 .24
•	 Management	of	behaviour	 .24
•	 Personal	care	needs	 .20
•	 Quality	of	management	 
and leadership .14
•	 Palliative	care	 .14
.34 .56
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6. The Impact of Accreditation on the Delivery  
of Quality of Care and Quality of Life 
6.1 Chapter overview
The focus of this chapter is on the impact of accreditation in improving the delivery of 
quality of care and quality of life to residents. This chapter will address the findings that 
relate to:
‘The impact of accreditation on the delivery of quality of care and quality of life to 
residents in residential aged care homes’.
This chapter will examine the following key topics:
•	 Levels	of	awareness	and	perceptions	of	accreditation	among	stakeholders;	
•	 Perceptions	of	change	in	quality	of	services	in	Australian	residential	aged	care	since	the	
introduction of accreditation; 
•	 Changes	(perceived	and	other)	that	can	be	attributed	to	accreditation;	
•	 Perceived	outcomes	of	accreditation	in	relation	to	overall	quality,	quality	of	care	and	
quality of life; 
•	 Unanticipated	outcomes	of	accreditation;	and
•	 Links	to	the	development	of	quality	indicators	for	residential	aged	care.
This chapter will draw evidence of the impact of accreditation on quality of care and quality 
of life from the following key sources:
•	 The	Regulatory	Analysis;
•	 The	Literature	Review;
•	 The	Stakeholder	Consultations;
•	 The	analysis	of	Agency	data;	and
•	 The	CR&C	Aged	Care	Surveys.
6.2 Introduction
Accreditation was one of the changes to the regulation framework introduced by the Act. 
Based on the evidence provided by the Stakeholder Consultations, the analysis of Agency 
data and the aged care surveys, it is clear that accreditation has had a positive impact on 
the quality in the sector overall. The impact of accreditation has been identified as the 
most important influence on quality improvement in the context of the range of measures 
introduced as part of the aged care reform package in 1997.
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Agency data provides evidence of change in the aged care sector. From that data, it can 
be inferred that a number of homes that did not achieve accreditation in Round 1 were 
not accredited in Round 2. This is because they left the sector or were taken over by other 
providers. There was also an increase in the proportion of homes achieving total compliance 
with all 44 Expected Outcomes. 
The evidence for the primary impact of accreditation came from the Stakeholder 
Consultation and the CR&C Aged Care Surveys. Stakeholders consulted supported the view 
that accreditation was the primary factor in achieving the change. The qualitative research 
identified anecdotal evidence that some homes which were providing poor quality of care 
had ceased operation completely. 
Other factors such as the introduction of certification were acknowledged as contributing to 
the improvement in quality in the sector. Nevertheless, stakeholders in both the qualitative 
and quantitative stages of this project consistently identified accreditation as the main 
reason there had been an overall improvement in quality across all aged care homes. 
The evidence suggested that accreditation has established a minimum standard for 
quality. The benchmark for quality across the sector is considered to have been raised with 
substandard operators removed from the sector. 
However, the impact on promoting continuous quality improvement was less clear, 
with concerns from professional stakeholders that the Accreditation Standards do not 
adequately promote continuous improvement. While there was evidence that accreditation 
has had a positive impact on resident quality of care and quality of life, it was not possible 
to establish the actual degree of improvement, since there have been no measures against 
which the degrees of quality can be measured across the sector.
6.3 Impacts on the residential aged care sector
The Stage 1 Stakeholder Consultations provided qualitative data that stakeholders who 
had been involved in the sector prior to the introduction of accreditation in 1997 generally 
felt that there had been an overall improvement in quality in the sector. Improvement was 
generally attributed to accreditation, which was seen as having a positive impact upon 
the sector, particularly through the setting of minimum standards and assessment of 
compliance of all homes against these standards. 
There were some differences of opinion in relation to the capacity of the Accreditation 
Standards to promote effective continuous quality improvement across the sector. Many 
stakeholders considered management in homes where continuous quality improvement 
was being achieved may have been intrinsically motivated to do so without the influence of 
accreditation. 
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The positive impacts of accreditation reported by stakeholders included:
•	 Many	sub-standard	providers	leaving	the	sector	after	Round	1	of	accreditation;
•	 Introduction	of	a	comprehensive	range	of	standards;
•	 Compliance	with	the	standards	being	seen	as	desirable	by	providers;	
•	 Increased	education	and	involvement	of	staff	in	the	development	of	organisational	
processes and procedures;
•	 Improved	safety	and	security	of	the	physical	environment;
•	 Increased	resident	focus	and	involvement	in	activities,	processes	and	procedures;
•	 Increased	consistency	and	quality	of	clinical	care;
•	 Increased	recognition	of	the	importance	of	resident	lifestyle	and	the	important	role	of	
care staff in supporting resident lifestyle;
•	 Improved	awareness	of	resident	rights;
•	 Improved	monitoring	and	auditing	by	Quality	Assessment	Teams;	and	
•	 Increased	level	of	accountability	of	providers.
Quantitative evidence of the impact of accreditation was provided through the CR&C Aged 
Care Surveys. Quality managers and care staff who had been in the sector for longer than 
ten years were asked if they had seen an improvement in quality over this time. Over nine in 
ten quality managers (95 per cent), and over eight in ten care staff (85 per cent), considered 
that the quality of aged care homes had improved. In addition, when asked what has 
driven this improvement in quality, 68 per cent of managers and 48 per cent of care staff 
specifically mentioned accreditation as the main driver of this improvement. 
Quality managers and care staff were asked their level of agreement501 with a number of 
statements about the impact of accreditation across the sector to identify which elements 
of accreditation had an impact on quality. Close to nine in ten quality managers and care 
staff (although a higher proportion of quality managers than care staff) agreed that:
•	 Accreditation	has	supported continuous quality improvement (93 per cent quality 
managers; 86 per cent care staff); and
•	 Accreditation	has	ensured	that	there	is an acceptable minimum standard of care within 
the sector (93 per cent quality managers; 87 per cent care staff).
While accreditation was seen as having supported continuous quality improvement at  
a sector wide level, the qualitative research suggested that intrinsic personal motivation  
and professionalism was also an important factor for many providers and their  
management teams. 
Based upon both the qualitative data provided in the initial Stakeholder Consultation and 
the quantitative survey data, it was clear that stakeholders attributed accreditation with 
ensuring that minimum standards have been achieved by aged care homes in Australia. 
50  A five point agreement scale was used comprising – strongly agree; somewhat agree; neutral; somewhat disagree; and strongly 
disagree.
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6.4 Evidence of change in the sector from the Agency data
CR&C undertook an analysis of data provided by the Agency relating to the outcome of the 
first two rounds of accreditation512. This analysis examined the achievement of Expected 
Outcomes for different groupings of aged care homes and the period of accreditation. 
Analysis of the agency data suggested an overall improvement of quality in the sector since 
the introduction of accreditation.
While this data is the only quantitative measure of accreditation outcomes, the 
interpretation of the analysis was limited. The Expected Outcomes define the level of 
achievement against a standard. They are not a rating of the level of quality of care or 
quality of life in residential aged care homes and they do not demonstrate that accreditation 
is more effective than other regulatory approaches to quality improvement. This 
qualification must be kept in mind when considering the analysis of the Agency data. 
The analysis compared the Expected Outcomes achieved and period of accreditation 
between the two accreditation rounds. Homes that were accredited in Round 1 but not in 
Round 2 (described as ‘discontinued’) and those that were accredited in Round 2 but not in 
Round 1 (described as ‘new’) were identified and analysed separately.
The CR&C team tested the hypothesis that those homes which were classified as 
‘discontinued’ would not meet the Expected Outcomes compared with those which were 
classified as ‘ongoing’. It is important to note that ‘discontinued’ homes may have been taken 
over by or merged with other business entities or closed. 
Changes in the organisational characteristics of residential aged care homes have occurred 
over the first two rounds of accreditation, namely:
•	 There	had	been	an	increase	in	the	number	of	high	care	places;
•	 Private	operators	had	experienced	more	movement	in	to,	and	out	of,	the	sector	in	
comparison to their government or not for profit counterparts; and
•	 More	movement	into	and	out	of	the	sector	appears	to	have	occurred	within	Victoria	
compared with other states.
There had been an improvement in the achievement of Expected Outcomes assessed by 
the Agency since the first round of accreditation, with many poorer performing services 
discontinuing operation. More specifically:
•	 The	proportion	of	aged	care	homes	assessed	as	achieving	total	compliance	against	the	
Expected Outcomes had increased between Round 1 (67 per cent) and Round 2 (90 per 
cent). Notwithstanding the overall levels of improvement, some states/territories, had 
continued to achieve higher ratings of overall compliance (e.g. Western Australia: 88 per 
cent Round 1; 95 per cent Round 2) than others (e.g. Queensland: 53 per cent Round 1; 
81 per cent Round 2);
51  A third round of accreditation was underway at the time of completing this project.
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•	 Lower	levels	of	achievement	were	assessed	for	aged	care	homes	that	discontinued	
operation following the first round of accreditation, with only 15 per cent assessed as 
achieving total compliance with all 44 Expected Outcomes;
•	 The	overall	standard	of	new	homes	entering	the	industry	appears	to	have	improved	
since the first round of accreditation, with 80 per cent of new homes assessed as 
achieving compliance with all 44 Expected Outcomes, compared with 67 per cent of 
homes assessed in Round 1.
Determinations in relation to the period of accreditation were based upon more qualitative 
information than the number of Expected Outcomes demonstrating compliance under each 
accreditation standard. Accordingly, there was only a weak positive relationship between 
the total compliance score and the period of accreditation granted to residential aged  
care services.
A maximum period of accreditation had been awarded to nearly all aged care homes in 
both Round 1 and Round 2. Differences in the period of accreditation between the states/
territories were more apparent in the second round.
In general, a high level of achievement was observed against individual Expected Outcomes 
for Round 1 and Round 2. Expected Outcomes displaying a comparatively lower level of 
achievement compared with other Expected Outcomes in the round included:
•	 Management,	staffing	and	organisational	development	outcomes	relating	to:
− Continuous improvement (Round 2).
•	 Health	and	personal	care	outcomes	relating	to:
− Continuous improvement (Round 2);
− Clinical care (Round 1 and Round 2); and
− Medication management (Round 1).
•	 Physical	environment	and	safe	systems	outcomes	relating	to:
− Living environment (Round 1); and
− Infection control (Round 1).
Where levels of non-compliance were observed, half of the aged care homes were assessed 
as non-compliant with one outcome only. A further 20 per cent were assessed as non-
compliant in two outcomes, and 10 per cent were assessed as non-compliant across three 
outcomes. Outcomes demonstrating the highest level of non-compliance included:
•	 Standard 1: Management, staffing and organisational development outcomes  
relating to:
− Information systems;
− Continuous improvement; and
− Human resource management. 
•	 Standard 2: Health and personal care outcomes relating to:
− Medication management;
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− Clinical care; 
− Continuous improvement; and
− Behavioural management.
•	 Standard 3: Resident lifestyle outcomes relating to:
− Continuous improvement; and
− Leisure interests and activities.
•	 Standard 4: Physical environment and safe systems outcomes relating to:
− Living environment.
Difficulties with continuous improvement activities were apparent across three of the 
four Accreditation Standards. Other areas demonstrating high levels of non-compliance 
reflected workforce characteristics within particular aged care homes (e.g. human resource 
management, staff education and development). Similar patterns of non-compliance were 
observed in aged care homes that discontinued operation between the first and second 
rounds of accreditation, and in homes that failed to achieve accreditation.
Achievement of compliance with Accreditation Standards, and discontinuation of homes 
not meeting the Accreditation Standards after Round 1, suggests an improvement in the 
quality of care and elements of quality of life. However, this conclusion is limited by the 
Accreditation Standards not having been designed or intended to measure quality. 
6.5 Perceptions of change over the last ten years
Managers and care staff with ten or more years of experience in the sector perceived that 
the quality of residential aged care had improved since accreditation had been introduced. 
As noted above, the CR&C Aged Care Surveys found that nearly all quality managers 
and care staff who had worked in the residential aged care system prior to accreditation 
identified improvements in quality in the past ten years. While a majority of care staff and 
quality managers identified improvement over this time, quality managers were more likely 
than care staff to perceive improvement. This difference in perception was consistent by 
state, region, type of home, size of home and level of care delivered in the home. 
The differences between quality managers care staff in their perception of quality 
improvement, particularly around management and leadership, reflect the level of 
involvement and interest by these two stakeholder groups. While quality managers  
have a primary professional interest in quality, care staff are focused on quality in direct  
care provision. The higher ratings by quality managers may reflect their commitment  
to quality and involvement in assessing quality. The lack of variance in the ratings of  
quality improvement by quality managers also indicates that these stakeholders are not 
able to be critically reflective of the achievements associated with their work. Care staff,  
on the other hand, are more likely to be focused on the direct care provision to residents. 
This closer relationship to residents has provided a more critical perspective than that of 
quality managers. 
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6.6 Factors contributing to improvements in the sector
Accreditation was generally seen as the primary factor influencing improvement in 
the sector over the past ten years. In the initial Stakeholder Consultations, professional 
stakeholders (such as care staff, industry representatives, health professionals) who tended 
to have higher awareness of accreditation than ‘grassroots’ stakeholders (such as residents 
and family carers) generally, attributed improvement in the sector to accreditation. This was 
consistent with the findings of the CR&C Aged Care Surveys. The surveys found that quality 
managers and care staff identified accreditation as the main factor in improving quality in 
residential aged care. (See Figure 8.) 
Figure 8: Factors contributing to improvements in the sector
PC3. So what are the main factors you think have contributed to this improvement?
Base: All who have worked in sector for 10 or more years and thought that there had been an improvement in the sector over this time 
– quality managers (n=631; N=1884)/care staff (n=523; N=1116)
Quality managers and care staff who had worked in the sector for ten or more years and 
who thought that there had been an improvement in quality over this time, were most 
likely to spontaneously attribute the improvement to accreditation (68 per cent of quality 
managers and 48 per cent of care staff respectively). 
However, quality managers were more likely than care staff to have mentioned 
accreditation. The initial consultations undertaken in Stage 1 of this project found that 
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care staff who had a lower level of involvement in accreditation were less likely to identify 
accreditation as impacting quality. This finding may at least be in part a function of 
the varying degrees and types of involvement in accreditation and awareness of how 
accreditation impacts on quality. 
In general, quality managers were more likely than care staff to mention accreditation, 
regulation and improvements in the management structure as key influencing factors 
contributing to improvements in the sector. The focus of care staff was slightly different. 
While accreditation was identified as the main factor contributing to an improvement in the 
sector, staff training and education and improvements in equipment and facilities were also 
frequently mentioned – an improved focus on quality and improved health care were also 
identified by care staff.
Four in ten quality managers (43 per cent) and care staff (38 per cent) thought that staff 
education and training had contributed to improvements in the sector.
Increased regulation and accountability of staff was the third most frequently mentioned 
factor contributing to improvements by both quality managers and care staff, although,  
this was more likely to be mentioned by quality managers (36 per cent) than care staff  
(23 per cent). 
Quality managers mentioned other factors contributing to an improvement in the sector 
including:
•	 An	increased	resident	focus	(15	per	cent);
•	 Improved	understanding	of	quality	(13	per	cent);
•	 Improvements	in	management/structure	(11	per	cent);	
•	 Newer	building/improvements	in	buildings	(10	per	cent);	and
•	 Community	expectations	(10	per	cent).
Care staff identified factors such as:
•	 Improved	equipment	and	facilities	(23	per	cent);
•	 Improved	focus	on	quality	(16	per	cent);
•	 Improved	clinical	health	care	(9	per	cent);
•	 Increased	resident	focus	(8	per	cent);	and
•	 Consumer	demand	(8	per	cent).
The findings of the CR&C Aged Care Surveys support the view that accreditation was the 
main factor contributing to the improvement across the sector, for those stakeholders who 
have experience in the sector both pre- and post- 1997. This conclusion is consistent with 
the findings of the initial Stakeholder Consultations. 
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6.7 Impact of accreditation on quality for residents
Generally, accreditation was seen as having a positive impact on quality for residents. The 
Stakeholder Consultations provided qualitative data that consistently supported the view 
that accreditation had improved the quality experienced by residents. 
The CR&C Aged Care Surveys found that almost nine in ten quality managers (89 per cent), 
care staff (86 per cent) and family carers (87 per cent) thought that accreditation had either 
a very positive or somewhat positive impact on the quality experienced by residents. (See 
Figure 9.)
Figure 9: Impact of accreditation on quality 
A4. Thinking of the sector generally, OVERALL, do you think that accreditation has had a 
positive or negative impact on the quality experienced by residents?
Base: All quality managers (n=996; N=2961) ands care staff (n=1310; N=2804) and family carers who had heard of accreditation (n=938; 
N=2193)
6.8 The current standard of quality delivered to residents
There was strong evidence to suggest that positive change had occurred in the sector 
over the past ten years, and that this change was primarily attributable to accreditation. 
Qualitative data provided in the initial Stakeholder Consultations indicated that in general, 
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the overall quality across the sector was seen as being of a high standard. The quality of care 
and the quality of life of residents were also generally considered to be of a high standard 
across Australian aged care homes. This was supported by the quantitative data provided in 
the CR&C Aged Care Surveys. 
Findings from the surveys indicated a tendency for quality managers to rate aspects of 
quality more highly than did care staff or family carers. This may reflect a combination of 
factors related to differences in the stakeholders’ roles, involvement in and knowledge of 
quality processes and/or levels of involvement with residents. Notwithstanding this, the 
ratings of the overall quality provided to residents in the sector were of a consistently high 
standard across the three stakeholder groups involved in the surveys. The survey findings 
relating to overall ratings of quality are outlined in further detail in the following sections 
(6.8.3 to 6.8.3).
6.8.1 Overall quality
In each of the CR&C Aged Care Surveys respondents were asked to provide an overall rating 
of the quality provided to residents across all areas of quality at the home.52 3
•	 Just	over	nine	in	ten	quality	managers	(93	per	cent)	rated	the	overall quality provided 
to residents as either excellent (35 per cent) or very good (58 per cent). Less than 1 per 
cent of managers rated the overall quality across all services provided to residents as 
fair. No manager offered a rating of poor.
•	 Seven	in	ten	family	carers	(70	per	cent)	rated	their	overall satisfaction with the home as 
either excellent (35 per cent) or very good (35 per cent). Close to one in ten (9 per cent) 
rated their satisfaction with the home as fair (8 per cent) or poor (1 per cent).
•	 Two	in	three	care	staff	(66	per	cent)	rated	the overall quality provided to residents as 
either excellent (19 per cent) or very good (47 per cent). Less than one in ten (8 per 
cent) gave a fair (7 per cent) or poor (1 per cent) rating.
•	 The	difference	between	managers,	care	staff	and	family	carers	in	the	rating	of	the	
overall quality of service provided to residents in the home was consistent by: state; 
area; type of home; size of home; and level of support in the home.
Consistent with the findings of the initial Stakeholder Consultations, the overall quality 
delivered to residents was generally rated positively across each of the stakeholder groups. 
6.8.2 Overall quality of clinical care 
The overall quality of clinical care provided to residents was again rated highly by each of the 
stakeholder groups participating in the CR&C Aged Care Surveys. 
•	 Over	nine	in	ten	managers	(95	per	cent)	rated	the overall quality of clinical care as 
either excellent (64 per cent) or very good (31 per cent). Less than 1 per cent rated the 
quality of clinical care at their home as fair. No quality manager rated the quality of 
clinical care as poor at their home.
52  Ratings are based on a five point scale of excellent, very good, good, fair and poor. This report focuses on the summary findings. Full 
details of the specific areas are included in the full survey report.
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•	 Just	over	seven	in	ten	care	staff	(73	per	cent)	rated	the	overall quality of clinical care 
as either excellent (29 per cent) or very good (45 per cent). Few (4 per cent) gave a poor 
rating.
•	 Nearly	seven	in	ten	family	carers	(67	per	cent)	rated	the	overall quality of clinical care 
as either excellent (29 per cent) or very good (38 per cent).
6.8.3 Overall quality of life 
A majority of quality managers, care staff and family carers rated the quality of life or 
lifestyle of residents at the home less positively than they did overall quality of care. 
However, consistent with the findings of the qualitative research undertaken in the initial 
consultations, it was viewed less favourably than overall quality or the quality of clinical care. 
•	 Nine	in	ten	managers	(90	per	cent)	rated	the	overall quality of life for their residents as 
either excellent (45 per cent) or very good (45 per cent). One per cent rated the quality 
of life for residents at their home as fair.
•	 Almost	six	in	ten	care	staff	(58	per	cent)	rated	the	overall quality of life for their 
residents either excellent (16 per cent) or very good (42 per cent). Over one in ten  
(12 per cent) care staff rated quality of life either fair (10 per cent) or poor (2 per cent).
•	 Over	five	in	ten	family	carers	(54	per	cent)	rated	the	overall quality of life for their 
relative as either excellent (21 per cent) or very good (33 per cent). Almost two in ten 
(17 per cent) family carers rated quality of life as either fair (13 per cent) or poor  
4 per cent).
Consistent with the qualitative findings of the initial Stakeholder Consultation, the results 
of the CR&C Aged Care Surveys demonstrated that quality in the sector was rated highly 
by key stakeholders. It was also clear that quality was a construct with multiple dimensions 
and can be seen differently by stakeholders depending on the nature of their involvement 
with residents and with quality processes. Within the context of overall positive perceptions 
of quality, it was apparent that the quality of life of residents was not viewed as favourably 
as the overall quality of service or the quality of clinical care provided. This was congruent 
with the qualitative findings in which stakeholders reported that accreditation had a greater 
effect on overall quality and the quality of care than it did on the quality of life of residents. 
6.9 Unanticipated outcomes 
While perspectives on the impact of accreditation on quality of care and quality of life were 
generally positive, a number of unanticipated outcomes of accreditation were identified 
which were seen as having a negative impact on the quality of care and quality of life 
delivered to residents. These were identified primarily through the Stakeholder Consultation 
and the CR&C Aged Care Surveys in which negative impacts were identified by each of the 
stakeholder groups. Six in ten care staff (58 per cent), five in ten (47 per cent) and just over 
three in ten family carers (34 per cent) identified some negative impacts. 
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While stakeholders identified a number of unanticipated outcomes it is important to note 
that across all stages of the project, overall stakeholder perceptions of accreditation were 
extremely positive. This was supported by the findings of the surveys which revealed 
that almost nine in ten quality managers, care staff and family carers thought that 
accreditation had a positive impact on the quality experienced by residents. Furthermore, 
the majority of stakeholders were able to identify specific positive impacts of accreditation 
(quality managers, 95 per cent; care staff, 73 per cent; family carers, 56 per cent). As such 
the unanticipated outcomes identified by stakeholders were generally presented as 
opportunities to improve accreditation, which was already highly regarded in the sector. 
Quality managers and care staff reported increased paperwork, staff stress and a lack of time 
for residents as the main negative impacts arising from accreditation. Family carers reported 
that accreditation had impacted negatively on staff quality and staff morale, factors which 
ultimately have a negative impact on resident care.
6.9.1 Key issues
While a number of unintended outcomes have been identified throughout this project the 
key issues of direct relevance which were reflected across a range of stakeholder groups are 
presented below. These issues are highly interrelated and were all seen as having an impact 
on the quality of care and quality of life delivered to residents. They reflect the importance 
of the relationship between staff and residents and the dynamic nature of this relationship 
in delivering quality.
The perceived administrative	burden associated with accreditation was a key concern 
raised in both the Stakeholder Consultations and the CR&C Aged Care Surveys. In the 
Stakeholder Consultations there was a consistent view that accreditation had increased 
documentation and administrative requirements and had taken staff time away from 
providing resident care. These stakeholders suggested the active exploration of methods to 
streamline current documentation requirements associated with the accreditation process 
to counter this concern. 
This was supported by the findings of the CR&C Aged Care Surveys where managers and 
care staff were most likely to mention increased paperwork (quality managers, 11 per cent; 
care staff, 30 per cent) as negative impacts of accreditation on residents’ quality of care and 
quality of life. 
Staff	stress and, related to this, reduced staff	morale were issues first identified in the 
Literature Review, which highlighted the link between staff morale and job satisfaction and 
quality for residents. 
These staff-related factors were raised as specific issues for the Australian residential aged 
care sector by the stakeholders in the consultations where they were mentioned by all 
stakeholder groups including residents. They were again identified, without prompting, in 
the CR&C Aged Care Surveys with quality managers, care staff and family carers. The nature 
of these concerns related to the level of pressure on staff in preparing for accreditation 
audits and the amount of time and resources required for this preparation. Stress was 
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increased where staff were unsure about precisely what would be required. Stakeholders 
were clear in asserting that this stress had a direct impact on the time they were able to 
spend with residents, the quality of their interactions with residents and the homelike 
atmosphere in the home. Stakeholders in the consultations suggested:
•	 Increased	consistency	of	interpretation	of	standards	by	quality	assessors	to	reduce	
stress and variation in outcomes reported by some stakeholders; and 
•	 Increased	use	of	spot	checks	to	identify	‘typical’	levels	of	facility	performance	thus	
reducing the stress associated with the anticipation of an upcoming accreditation visit. 534
The link between staff morale and stress with resident quality of care and quality of life was 
reiterated in the surveys. Family carers indicated negative impacts from accreditation for 
resident’s quality of care and life resulting from a decline in staff morale (6 per cent), while 
care staff were concerned about staff stress and management stress (13 per cent) and 
quality managers were concerned about staff stress (10 per cent) impacting on residents’ 
quality of care and quality of life. 
While the surveys did not specifically prompt for stress as a factor, quality managers and 
care staff were asked to rate ten statements regarding the impact of accreditation across 
the sector. Of all of the statements provided, managers and care staff were both least likely 
to agree that accreditation has improved staff satisfaction (54 per cent quality managers; 
43 per cent care staff). Close to three in ten quality managers and care staff disagreed that 
accreditation has brought about improved staff satisfaction (30 per cent net disagreement 
quality managers; 26 per cent care staff).
Lack of care time for residents was a key issue raised initially in the Stakeholder Consultations. 
Residents, family members, staff and managers asserted that the time taken to comply with 
accreditation requirements and to prepare for audits took time away from residents and that 
this had an impact on the quality of care and most especially quality of life. 
The importance of both formal and informal staff-resident interaction has been well 
established in the Literature Review and in the Stakeholder Consultations. This was such an 
important element in stakeholders’ views on quality that it emerged as a discrete domain of 
quality and was strongly aligned to quality of life. Interaction also emerged as a key driver of 
quality of care (for care staff and family carers) and quality of life (for care staff) in the CR&C 
Aged Care Survey key driver analysis. 
Issues related to care time were of most concern to care staff and family carers. In the CR&C 
Aged Care Surveys, care staff identified lack of care time (22 per cent) and reduced staffing 
(6 per cent) as negative impacts of accreditation on residents’ quality of care and life. Family 
carers identified staffing levels generally (7 per cent) and staff time taken from residents’ care (4 
per cent) as negative impacts of accreditation on resident’s quality of care and life.
The impact of care time and staff-resident interaction is particularly important in 
understanding quality of care and quality of life. Quality of life is particularly likely to depend 
53  It should be noted that funding for increased spot-checks has been allocated.
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upon adequate provision of staff time and this may at least in part explain why quality of 
life was not generally seen to have improved in the sector as a result of accreditation to the 
same degree as quality of care. Regression modelling of survey data (from the CR&C Aged 
Care Surveys) clearly indicated the importance of interaction between staff and residents 
as a key driver of quality of care, reflecting to importance of staff time both the delivery of 
quality of care and quality of life. 
Family carers were most likely to express concerns about staffing levels. In the qualitative 
research, lower staffing levels were seen by family carers to result in less contact with 
residents and lower levels of personal care and lifestyle support.
As outlined throughout this report, an important component of quality is clinical care. A 
higher proportion of quality managers (95 per cent) rated the overall quality of clinical care 
provided to residents as either excellent or very good compared with care staff (73 per cent) 
or family carers (67 per cent). 
While the quality of life or lifestyle of residents at the home was generally rated favourably, 
quality managers, care staff and family carers tended to rate quality of life less favourably 
than the quality of clinical care. This suggests the need for greater emphasis and 
improvement on improvement in relation to quality of life and resident lifestyle. 
Of greatest concern to quality managers and care staff was increased paperwork. This was 
particularly noteworthy given that one of the elements of the Aged Care Reform Package 
was to provide less onerous paperwork requirements for homes. 
Both quality managers and care staff expressed the view that accreditation had added 
to the cost of running aged care homes. However, they also consistently agreed that 
accreditation had improved quality in the sector. This suggests that cost was outweighed 
by the perceived benefits. This contention is supported by the fact that costs were not 
spontaneously mentioned, in either the surveys or the earlier in-depth qualitative research, 
as a key concern with the impact of accreditation. 
6.10 Attitudes toward accreditation
All quality managers and care staff who participated in the CR&C Aged Care Surveys were 
asked to rate their level of agreement with a series of statements about the impact of 
accreditation across the sector. Overall, quality managers and care staff were positive about 
the impact of accreditation on the quality experienced by residents and this was reflected in 
their generally positive ratings in attitudes toward accreditation.
With the exception of one statement, quality managers were more likely to agree (either 
strongly agree or somewhat agree) with all impacts of accreditation than their care staff 
counterparts. 
Close to nine in ten quality managers and care staff (although a higher proportion of quality 
managers than care staff) agreed that:
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•	 Accreditation	has	supported continuous quality improvement (93 per cent quality 
managers; 86 per cent care staff); and
•	 Accreditation	has	ensured	that	there	is	an	acceptable	minimum	standard	of	care	within	
the sector (93 per cent quality managers; 87 per cent care staff).
It was also generally agreed that accreditation had added to the cost of running aged care 
homes. Nine in ten quality managers (91 per cent) and seven in ten care staff (70 per cent) 
agreed that there had been an increase in costs attributable to accreditation. Only  
a minority disagreed (5 per cent of quality managers and 5 per cent of care staff).
While quality managers were equally as likely to agree that accreditation had driven 
improvements in residents’ quality of life (87 per cent) and quality of care (87 per cent), care 
staff were more likely to agree that accreditation had driven improvements in the quality of 
care (77 per cent) compared with quality of life (73 per cent). Quality managers and care staff 
were equally likely to agree that accreditation has encouraged staff at all levels to contribute 
to quality care (82 per cent quality managers; 84 per cent care staff). However, this statement 
ranked higher in the level of agreement among care staff than quality managers; and 
managers were more likely to disagree with this statement than care staff (11 per cent net 
disagreement quality managers; 6 per cent care staff). Fewer than three in four managers 
and care staff agreed that:
•	 Accreditation has inspired innovative, creative and tailored care solutions for residents  
(77 per cent quality managers; 68 per cent care staff); and
•	 Accreditation has improved the community view of residential aged care (67 per cent 
quality managers; 61 per cent care staff).
Quality managers and care staff were both least likely to agree that accreditation has improved 
staff satisfaction (54 per cent quality managers; 43 per cent care staff). Close to three in 
ten managers and care staff disagreed that accreditation has brought about improved staff 
satisfaction (30 per cent net disagreement quality managers; 26 per cent care staff).
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7. Quality Improvement
7.1 Chapter overview
This chapter focuses on a key element of the project:
‘Having regard to the findings of the evaluation, and other performance and 
benchmarking assessment systems, identify options for the measurement of quality 
improvement in the future provision of world class care’.
It examines the following key topics:
•	 Approaches	or	options	to	identify	improvement	and	performance	and	benchmarking	
assessment systems;
•	 Measurement	of	quality	in	residential	aged	care	and	acceptability	of	quality	
measurement to stakeholders;
•	 Best	practice	approaches	to	driving	resident	focused	quality	and	moving	beyond	
measuring compliance with minimum standards;
•	 Use	of	indicators	to	drive	quality	improvement	in	residential	aged	care;	and
•	 The	process	for	development	of	quality	indicators	and	to	measure	and	improve	quality	
in residential aged care.
This chapter draws evidence of the impact of accreditation on quality of care and quality of 
life from the following key sources:
•	 The	Regulatory	Analysis;
•	 The	Literature	Review;
•	 Stakeholder	Consultations	;
•	 The	quality	indicator	development	process;	and
•	 The	CR&C	Aged	Care	Surveys.
7.2 Introduction
Approaches to quality improvement in Australian residential aged care have evolved from 
the health sector. The current approach to quality embedded in the Australian regulatory 
framework embodies many elements consistent with international approaches, not the least 
of which is a movement toward resident-focused quality improvement, non-prescriptive 
standards and the independence of the accreditation body (the Agency).
Generally, the focus of quality improvement initiatives in the health sector and subsequently 
residential aged care has been on quality of care. However, there is increasing recognition 
of the importance of quality of life as an outcome of residential aged care and the need 
to develop appropriate methods for measuring both quality of care and quality of life, to 
monitor performance and stimulate quality improvement. 
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7.3 The evolution of the quality movement in health and  
aged care
The quality movement in health care has progressed through a number of stages since its 
inception and inspiration from the manufacturing industry. Initially ‘quality assurance’ aimed 
to ensure that lower levels of performance improved towards the average. Components 
of quality assurance included standard setting, the delineation of minimum standards 
and quality inspection against defined standards. Next, ‘quality improvement’ aimed to 
improve the performance of all providers, thereby increasing the overall average level 
of performance. This involved ‘quality control’ mechanisms to reduce deficient processes 
leading to variations (not necessarily adverse outcomes) in care. It recognised the need 
for continuous processes where the quality or standard to be met was redefined within a 
repeating cycle of analysis, action and review (Berwick 1991). More recently, the concept 
of ‘patient safety’ has provided a broader focus whereby error prevention and improved 
outcomes are promoted through the development of structures, processes and systems, 
rather than focusing on the performance of individuals (Shojania et al. 2002).
Within these paradigms, a number of different perspectives and quality enhancement 
strategies have emerged. Broadly speaking, three general approaches were presented in 
the Literature Review, together with examples of specific techniques used to measure and 
improve quality, including:
•	 Approaches	that	focus	upon	external	regulation,	including	litigation,	quality	measures	
or benchmarks and regulatory frameworks that adopt certification, licensing, 
registration or chartering;
•	 Approaches	that	may	be	used	for	the	purposes	of	self-regulation	such	as	clinical	
auditing, clinical governance, best practice guidelines, complaints monitoring, 
performance management and others; and
•	 Approaches	to	quality	that	focus	upon	external	and/or	self-regulation	such	as	
accreditation (amongst others).
7.3.1 Resident-focused quality improvement
Internationally, it is anticipated that future approaches to regulating and improving quality 
in residential aged care will have a stronger emphasis on incorporating consumer views on 
quality and that mechanisms to facilitate consumer empowerment will enable consumers to 
play an increasingly active role in quality development (OECD 2005). This reflects a growing 
recognition of the importance of including the resident’s voice in determining quality in 
residential aged care (Chou, Boldy & Lee 2003; Kane et al. 1997; Larsson & Wilde Larsson 
1998; Paulus & Jans 2005) which has been associated with the view that a fundamental 
objective of high-quality service provision for older people should be improved quality of 
life. Over the past decade this is a trend which has been reflected in Australian aged care 
policy (Gething, Fethney & Blazely 1998) and appears likely to underpin future approaches 
to the development of quality in residential aged care.
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7.4 Issues in quality improvement
There is a need for shared definitions about what is important in quality, and a recognition 
that the residential aged care sector shares characteristics and responsibilities with the 
acute setting but has the added dimension of being ‘a home’. The focus on quality is 
occurring in a changing social context in which ideas about quality change over time and 
consumers and the community are becoming more demanding. 
The attributes which comprise the concept of quality can vary according to the context. 
While some aspects of quality might cross sectors, others are unique to the aged care 
setting. Attributes of quality which apply in manufacturing or business might not be 
appropriate to the acute health sector or to residential aged care. Perceptions of quality 
are dynamic and change over time in response to changing community expectations, 
technological and scientific advances, economic conditions and social policy. Consequently, 
there is a growing recognition that there are a number of specific aspects of quality which 
relate to the unique context of the residential aged care sector.
The World Health Organisation (WHO) has identified a range of ‘key factors’ it considers 
crucial to the delivery of residential aged care. These reflect a strong focus on holistic care, 
maintenance of independence and inclusiveness of the resident’s broader social support 
networks. Specifically, they include the:
•	 Maintenance	of	community,	social	and	family	life	with	attention	to	the	spiritual,	
emotional and psychological needs of residents;
•	 Use	of	devices	and	housing	structures	to	accommodate	diminished	function;
•	 Adequate	assessment	of	social	and	health	status	with	explicit	care	plans	involving	
health professionals where necessary;
•	 Programs	to	reduce	disability	and	prevent	further	deterioration;
•	 Provision	of	palliative	care	and	bereavement	support	where	necessary;
•	 Provision	of	support	for	family	and	other	informal	care	givers;	and
•	 Provision	of	culturally-sensitive	care.
Within Australia, the accreditation system is one of a number of mechanisms that comprise 
the quality framework within residential aged care. A number of the WHO key factors in 
aged care delivery are reflected in the Accreditation Standards and 44 Expected Outcomes, 
most notably those relating to health status, physical care and, to some extent, resident 
lifestyle. They are also reflected in the Certification requirement.
In the health setting, various national and state levels frameworks with a focus on quality 
have been developed. At the broad national level, the National Health Performance 
Framework was developed to support performance measurements at all levels of the health 
system, although its primary purpose is to capture the dimensions of performance at a 
system or national level.
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One example at the state level is the Victorian Department of Human Services publication, 
Better Quality, Better Health Care: A Safety and Quality Improvement Framework for Victorian 
Health Services (2005). This framework defines four key organisational elements (governance 
and leadership; consumer involvement; competence and education; and information 
management), and six dimensions of quality (safety; effectiveness; appropriateness; 
acceptability; access and efficiency), each of which impacts on the quality of care provided 
in acute health services. In aged care homes, the applicable parameters of quality of care 
and the organisational elements certainly differ to some extent, but the concept of having a 
definable framework within which quality can be conceptualised is applicable and useful in 
starting to examine important dimensions of quality in residential aged care.
7.5 Measuring quality in health and residential aged care
Quality of care has become an increasingly important issue in both the acute health and 
aged care sectors. In both sectors, quality has increasingly commanded the attention of 
decision makers, and the need for more research and academic rigour in the area has 
become widely appreciated. Whereas debates in the past tended to focus on whether 
quality in health care could be measured, the question has now shifted to how to measure 
quality (Wagner, De Bakker & Groenewegen 1999).
It is important to recognise, however, that while there are undoubtedly similarities in 
many of the issues that face both sectors, there also are fundamental differences between 
the acute health and residential aged care sectors that necessitate considerable care 
when comparing and contrasting approaches to assuring quality and stimulating quality 
improvement.
In Australia both sectors:
•	 Are	generally	publicly	funded;
•	 Involve	the	provision	of	personal	care	of	varying	complexity,	depending	on	patient/
client need;
•	 Involve	the	provision	of	active	health	care	interventions	by	health	care	professionals,	
particularly nurses and medical practitioners;
•	 Are	structurally	and	functionally	interrelated,	with	frail	aged	persons	cared	for	in	both	
sectors and a significant rate of transfer of patients/clients between the sectors (in both 
directions); and
•	 May	be	integrated	from	a	management	and	governance	perspective,	in	both	the	public	
and private sectors.
The primary focus of care in the residential aged care sector differs from that of the acute 
health sector. In residential aged care, the focus is the provision of quality personal care, the 
creation of supportive environments that meet residents’ personal needs and preferences, 
maximise their independence, and provide quality physical amenities. While active health 
care interventions to prevent or diagnose illness and to provide appropriate, safe, high 
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quality care are essential elements of residential aged care, they are not the primary focus, 
particularly for residents with low care needs. 
The primary focus of the acute health care system, in contrast, is on domains of accessibility, 
coordination, comprehensiveness, effectiveness, efficiency, patient satisfaction, safety, 
technical proficiency, appropriateness and acceptability of acute interventions (Boyce et 
al. 1997; Caper 1988; Irwig 1993). The quality of physical amenity and supportive care is an 
important element of an overall quality system, but is not the predominant focus.
7.5.1 Measuring the quality of care
The focus of this section is on the acute health services and the role of accreditation in 
assessing and promoting quality in acute health care, reflecting the areas in which academic 
debate and comment on quality and accreditation is most prominent. The literature is 
presented in the context of an understanding that, while the principles relevant to quality 
and accreditation applying to both systems may be similar, the parameters of quality in 
residential aged care are likely to be quite different from those that apply in the acute health 
care sector.
Measuring quality of care is generally divided into structural, process or outcome measures 
(Donabedian 1988). Some commentators favour process measures as having greatest utility, 
as demonstrated in the Assessing Care of Vulnerable Elders (ACOVE) project. This large Rand 
Corporation project was commissioned to assess care of the elderly, and proposed that 
process measures were preferable to structure or outcomes measures because:
•	 Processes	have	been	found	to	be	more	efficient	in	measuring	quality,	showing	
deficiencies earlier and requiring less data collection than outcomes;
•	 Outcomes	are	heavily	influenced	by	differences	in	case-mix	and	there	is	a	paucity	of	
validated risk adjustment models to take this into account;
•	 For	most	conditions	there	is	inadequate	information	in	the	medical	record	to	determine	
outcomes; and
•	 Processes	are	more	amenable	to	interventions	and	responsive	action	(Shekelle	et al. 2001).
Linking process to outcomes and quality in aged care remains problematic, however, 
because few health care processes are supported by quality evidence from trials that are 
applicable to elderly patients (Shekelle et al. 2001). Accordingly, expert opinion is often 
required and was used in the ACOVE project that developed 236 process clinical indicators 
covering 22 conditions for vulnerable elders. This particular indicator set was designed to 
produce an aggregate score for quality at the health system level. Two hundred patients 
are required to detect meaningful differences in aggregate scores between health systems 
(Wenger & Shekelle 2001).
Other quality of care indicators that have been developed for residential aged care services 
and identified in this review include: the USA Center for Health Systems Research and 
Analysis Provider Initiative Project (Bryant et al. 2004); the USA Centers for Medicare and 
Medicaid Service National Nursing Home Quality Measures (Scott & Elstein 2004); and the 
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Public sector residential aged care quality of care performance indicator project, which reported 
in June 2004. This is a project commissioned by the Aged Care Branch of the Victorian 
Department of Human Services to develop a set of quality of care performance indicators 
for the public sector residential aged care services in Victoria (Nay et al. 2004). It is also noted 
that Queensland University of Technology and Blue Care are currently conducting a project 
to develop a suite of clinical care indicators for use within residential aged homes (Courtney 
et al. 2005). The Agency (2004a) has also done work in the area.
There has been a wide range of approaches to quality assurance, quality improvement, 
patient safety and measurement of quality developed over the last 15 years. Nearly all 
demonstrate potential for application to residential aged care environments.
The strategies differ markedly in specificity and in their clinical or managerial focus. 
No single strategy is all-encompassing or applicable to every sector within the health 
care system, and many strategies overlap and include elements of others. For example, 
accreditation programs generally include clinical indicators. Risk management programs 
generally include sentinel event monitoring and root cause analysis. Tissue audits tend only 
to apply to clinical surgical settings, and utilisation reviews and total quality management 
are largely management tools to monitor clinical practice. Generally, health care 
organisations use a combination of approaches in order to achieve a comprehensive quality 
program and this is very likely to be the case for residential aged care. 
7.6 Accreditation and quality measurement 
Accreditation generally refers to a system where an external, independent authorised 
body assesses an organisation’s compliance with a set of defined standards or criteria. 
Accreditation normally focuses on continuous improvement strategies and achievement of 
optimal quality standards rather than just compliance with a minimum set of standards541. 
The objective of accreditation within the residential aged care sector is to stimulate and 
validate compliance by approved providers with the Accreditation Standards, particularly in 
relation to the continuous improvement aspects of the standards. 
Among the strengths of the Australian approach to accreditation is its capacity to establish 
compliance to minimum standards, identify sub optimal performers, improve quality across 
the sector and promote a focus towards continuous quality improvement. However, the 
focus of the accreditation is on assessing compliance with minimum standards. As explained 
in Section 7.6.2 the capacity of accreditation to provide a sensitive measure of quality 
improvement has a number of limitations. 
54  Shaw, CD (2004) Toolkit for accreditation programs. Some issues in the design and redesign of external health care assessment and 
improvement systems, International Society for Quality in Health Care.
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7.6.1 Compliance to minimum standards 
Accreditation has been effective in establishing compliance to minimum standards and 
raising the level of quality across the sector. This was evidenced by some 300 homes leaving 
the sector prior to the implementation of the first round of accreditation and findings of the 
Stakeholder Consultations. However, analysis of the data provided by the Agency found that 
homes were most likely to be non-compliant in continuous improvement for three of the 
four Accreditation Standards.
In the Stakeholder Consultations, professionals employed within the sector consistently 
expressed the view that accreditation has set the standard across the sector and promoted 
consistency of standards of care by ensuring compliance with minimum standards. 
Accreditation was seen to have lifted standards generally across the sector as well as 
ensuring that those not complying with minimum standards are accountable. 
The vast majority of quality managers and care staff agreed that, accreditation has 
ensured that there is an acceptable minimum standard of care within the sector (93 per 
cent quality managers; 87 per cent care staff).
7.6.2 Stimulating continuous improvement
Each of the Accreditation Standards has a priority focus on continuous improvement. 
The first Expected Outcome of each of the four Accreditation Standards requires the 
organisation to actively pursue continuous improvement.552 The continuous improvement 
outcome in each Accreditation Standard is expressed independently from the remaining 
40 Expected Outcomes; however it is clear that the continuous improvement requirement 
is intended to overlay all other Expected Outcomes. While continuous improvement is a 
part of the basis upon which homes are assessed, it is not objectively and systematically 
measured. 
In addition, a number of the Agency’s activities reward and promote quality improvement 
including:
•	 Better	Practice	in	Aged	Care	Awards	(introduced	in	2005	developed	from	the	Higher	
Rating Awards)
•	 Seminars	(i.e.	the	Strategic	Continuous	Improvement	Seminar	scheduled	for	2007)
•	 The	Quality	Education	on	the	Standards	(QUEST)	program	delivered	by	quality	
assessors in aged care homes with a focus on continuous improvement. 
The surveys found support from quality managers and care staff, for the view that 
accreditation promotes quality improvement. Nearly all quality managers and care staff 
agreed with the statement that accreditation has supported continuous quality improvement.
55  Schedule 2, Quality of Care Principles.
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While there was evidence that accreditation promotes continuous quality improvement, its 
capacity to effectively measure quality in order to stimulate quality improvement is limited. 
While the measurement of continuous improvement is embedded in each of the 
Accreditation Standards, the non-prescriptive nature of the Accreditation Standards and the 
accreditation process means that improvement in quality is based on the individual focus 
of the home and is not necessarily consistent within the same home over time, or between 
homes across the sector. 
The Accreditation Standards, as they are currently structured do not appear to be particularly 
sensitive to improvement in performance over time particularly for homes already performing 
to a high standard. The high proportion of homes achieving all of the 44 Expected Outcomes 
is a positive indication of overall quality, but reflects the lack of sensitivity of the standards as 
a measure of improvement, particularly at the high end of performance. The current approach 
does not incrementally measure higher levels of improvement for those high performing 
homes consistently achieving 44 Expected Outcomes.
The scale currently used to assess the standards is not adequate to measure variations in 
performance or to recognise degrees of achievement beyond compliance to a minimum 
standard. In the qualitative phases of the research, providers and managers expressed 
the view that accreditation had limited capacity to stimulate continuous improvement 
particularly among high achieving homes. While the survey results suggest that 
accreditation was seen as stimulating continuous improvement at a broad sector wide level 
at the home level, this suggests accreditation is not viewed as having a consistent impact 
on measuring and stimulating continuous improvement at both the level of the home and 
across the sector. 
The lack of timely, sensitive measures of performance as a basis of the measurement of 
continuous improvement means that while quality performance can be promoted, it is not 
measured and monitored in a way that can inform performance and provide feedback into 
the process of continuous improvement. 
The initiatives of the Agency to promote quality improvement provide an educative focus 
on quality improvement and acknowledge efforts related to quality improvement. However, 
it is clear they were not designed as a measure of quality improvement across the sector. 
Stakeholder consultations with providers and managers of homes revealed that many high 
performing homes undertaking innovative programs and internal monitoring of continuous 
quality improvement did not apply for Better Practice (or higher Awards) due to the amount 
of time and resources required to make an application. So while these initiatives promote 
quality improvement they are not an accurate reflection or even a proxy measure of the 
state of quality improvement in the sector.
It is also apparent that the Accreditation Standards cannot measure continuous 
improvement for the delivery of quality of care and quality of life for residents, given that 
they were not designed with a clear or comprehensive focus on quality of life. 
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The accreditation processes can measure compliance with Accreditation Standards and 
Expected Outcomes over time. However, quality of care to residents and quality of life for 
residents are the ultimate outcomes of accreditation. As noted in the ANAO Audit and the 
specifications for this project, there are no measures available to consistently assess the 
level of quality outcomes derived from the funding provided by the Australian Government 
to residential aged care providers. 
While there is a clear focus on promoting continuous improvement, the capacity for this 
to be measured in a way that is sufficiently sensitive to changes in performance, within a 
time frame which allows for quality to effectively stimulate quality improvement, is limited. 
With high-achieving homes already complying with, and exceeding, minimum standards 
it appears likely from the Stakeholder Consultations that other factors including their 
commitment to quality improvement are very likely to be driving quality to higher levels. 
7.6.3 Quality improvement in the sector
Stakeholder consultation revealed that a number of providers have a strong interest and 
commitment to quality improvement and have initiatives within their organisations to 
implement quality systems and drive quality improvement. 
This interest in supporting quality development has also been reflected by the willingness 
of many providers to support this project by volunteering their services to participate in 
aspects of the project. In a large number of cases this involved a considerable amount of 
time and resources (in particular during the survey process, when homes were asked to 
participate in the dissemination of questionnaires throughout their home and follow a 
detailed documented protocol). In a survey of quality managers conducted as a part of this 
project, the 73 per cent response rate also demonstrated the high level of interest in quality 
among people working in the sector. 
In the survey, quality managers were asked a series of questions about other quality 
management processes at their home. Two in ten (21 per cent) homes currently had at least 
one other form of accreditation including: 5 per cent with Equip; 4 per cent with ACHS; 3 per 
cent with ISO Accreditation; and 3 per cent with food safety accreditation.
•	 Over	three	in	ten	homes	(33	per	cent)	used	external	quality	managers;
•	 Over	four	in	ten	(43	per	cent)	used	formal	quality	assessment	tools,	most	commonly	
Moving on Audits (14 per cent). A lower proportion used QPS (3 per cent), OH&S (2 per 
cent) and Leepfrog (2 per cent); and
•	 More	than	one	in	three	quality	managers	(35	per	cent)	reported	that	their	home	
currently did not have other accreditation, did not use any external quality consultants 
or external formal quality assessment tools.
These findings suggest that a number of providers in the sector have a strong commitment 
to driving quality improvement and have invested their own resources and time. 
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7.7 Developing resident-centred quality indicators for 
residential aged care
There is clear evidence that compliance with minimum standards required by accreditation 
has improved the overall quality of residential aged care homes. 
The following sections of this chapter present the quality indicator development process 
to address the requirement of the project brief to ‘identify options for the measurement of 
quality improvement in the future provision of world class care’
7.7.1 Understanding quality indicators
Quality indicators are tools designed to encourage performance improvement. They are used 
as one component of an overall quality program that may include a range of other quality 
mechanisms such as standards and guidelines, audits, surveys, monitoring, measurement and 
improvement activities. Indicators are often used to provide a reflection of:
•	 The	extent	to	which	a	standard	or	desired	practice	is	being	implemented	(the	process);	
and 
•	 The	impact	of	that	practice	(the	outcome).
For example, a standard may relate to residents receiving adequate hydration and nutrition, 
and this may be indicated by the percentage of residents losing more than a certain amount 
of their body weight over a month. Whilst this does not tell the whole story, the result 
gives an indication of how well that standard has been implemented, which may then be 
investigated in more detail. It is not a definitive measure.
Quality indicators can assist organisations to develop an overall picture of the quality 
of care or services delivered by providing data that may identify areas for improvement. 
Indicators are not absolute measures of quality, rather, it is the action triggered in response 
to indicator data that determines their usefulness. Whilst indicator data from a number of 
organisations can be collated, analysed and fed back centrally, it is only at a local level that 
the underlying reasons for a particular result can be examined and explained, and changes 
made to improve practice. Indicators are hypothesis generating, rather than hypothesis 
proving: ‘Individual indicators should not be taken to provide a conclusive picture of an agency’s 
or system’s achievements’. (Scobie et al 2006)
There are multiple definitions of quality indicators (QIs) in the literature: 
•	 ‘Quality indicators are not direct measures of quality in themselves: they are tools that can 
support quality improvement’ (Thompson et al 1997); 
•	 ‘QIs are a guide to monitor, evaluate and improve services delivered. Indicators themselves 
are neutral. Their sole purpose is to provide information’ (Harrigan 2000, p. 163); 
•	 ‘Quality indicators are pointers, or flags, that indicate potential problem areas which need 
investigating and the starting point for a process of evaluating quality through careful 
investigation’. (CHSRA 2000) 
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Indicators are difficult to develop and rarely perfect. The process of indicator development 
includes clarifying requirements, prioritising issues, standardising definitions and rules, and 
soliciting feedback. It has been estimated that the development phase can only get 80 per 
cent of the way to an effective set of indicators: the last 20 per cent comes from testing the 
indicators, seeing how they affect behaviour and performance, and then adjusting them 
accordingly. 
Quality indicators are widely used in health care, mostly in the acute sector, where they 
have been developed by professional groups, Colleges and health departments to monitor 
different aspects of care and services. The largest Australian accreditation-related indicator 
set to date has been developed by The Australian Council on Healthcare Standards. It 
comprises 300 indicators in various areas of clinical care. Health services collect indicator 
data relevant to their services as part of their quality program as a requisite for ACHS 
accreditation, and may submit their data to ACHS for analysis and comparative data should 
they wish. The accreditation process reviews the extent to which the organisation has used 
indicators to review and improve the quality of their care and services. The initial ACHS 
indicator set took a number of years to develop, test and implement in health services, as 
the concept and logistics of indicator data collection and use take time to gain acceptance 
and to embed as part of a broader quality program.
7.7.2 Issues considered in developing quality indicators in residential aged care 
When considering the development of quality indicators (QI) it should be kept in mind 
that there is a ‘natural history’ of implementation which has been identified in the 
implementation of quality indicators, performance indicators and indeed accreditation. This 
natural history is typified by initial stakeholder resistance to the concepts, characterised 
by statements about high cost and impact on administration. Opposition increases until 
the first round of implementation. After this initial peak, opposition decreases as providers 
develop efficient systems for the collection of relevant data until, ideally, it becomes an 
accepted routine part of every day service provision.
The development of a draft suite evidence-based aged care quality indicators has been 
informed and shaped by Stakeholder Consultations and advice, and relevant research 
reflected in the literature. It is recognised that attempting to define quality care in 
residential aged care is more complicated than in the acute sector as the concept of 
‘quality’ is multifaceted in this environment (Rantz 2000). It is widely understood that good 
performance on one QI does not guarantee an equally good performance on another 
QI, particularly in aged care, where the spectrum of quality issues is broader than that 
of acute care (DHS 2004). Assessing issues such as quality of life may require the use of 
questionnaires and other tools, and is more complex than collecting clinical and care 
numerator and denominator data. 
Ultimately it is the interaction between the healthcare and home dimensions of the resident 
experience that determines quality in aged care services, and resident expectations of these 
dimensions will change as the level of dependence changes. This requires an ongoing and 
responsive qualitative approach to quality of care evaluation (Grant et al 1996). Whatever 
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the indicators used, they are only useful as far as they initiate and strengthen the continuous 
quality improvement process. 
There are a range of international and local residential aged care indicators, most of which 
reflect clinical care, with other quality of life issues generally reviewed via surveys or 
instruments rather than indicators. A Victorian Department of Human Services review of the 
residential aged care related indicator literature found:
•	 QIs	provide	an	essential	tool	in	the	efforts	to	continuously	improve	residential	aged	care;
•	 QI	sets	should	ideally	include	structure,	process	and	outcome	indicators;	however,	
structure and process indicators do not necessarily reflect outcomes;
•	 QIs	must	be	demonstrably	valid,	reliable,	applicable	and	practical;
•	 Quality	of	care	indicators,	particularly	clinical	indicators,	from	other	sectors	can	be	
adapted for use in residential aged care;
•	 Many	researchers,	both	in	Australia	and	internationally,	argue	for	inclusion	of	some	
form of quality of life elements in assessments of residential aged care. There does 
not appear to be an appropriate tool developed for this as yet. General quality of life 
indicators and instruments require adaptation to the specific conditions of the aged 
care environment before they can be appropriately used;
•	 Incorporating	consumer	input	is	increasingly	being	recognised	and	the	development	of	
consumer experience, rather than consumer ‘satisfaction’. A number of tools are in use 
to try to obtain meaningful data in this area;
•	 There	is	a	trend	toward	including	staffing	experience/satisfaction	indicators	in	QI	sets,	
as the literature shows a connection between staff issues and resident experience of 
care. (DHS 2004)
A review of the residential aged care and quality indicator literature found that a number of 
quality domains have been suggested, including:
•	 Organisational	(e.g.	staffing	issues,	accreditation);
•	 Clinical	care;
•	 Environmental	(i.e.	ambience,	staff-resident	interactions);	
•	 Social	(e.g.	resident,	staff	and	family	satisfaction,	activities);	
•	 Communication;
•	 Nutrition/food	service;	and
•	 Community	relations.	(DHS	2004)
Queensland University of Technology and Uniting Care have collected data on both clinical 
care indicators and quality of life via the World Health Organisation Quality of Life measure 
(WHOQOL – 100), and have also looked at the relationship between the two, which found 
that important influences on resident quality of life are:
•	 Autonomy;	
•	 Choice;	
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•	 Physical	and	social	environments;
•	 Social	needs;	and	
•	 Physical	health,	particularly	hydration,	activity,	falls	and	depression.	
While these domains have been identified, the review of the literature found that quality 
indicator suites in residential aged care have generally focused on domains associated with 
quality of care. For this reason a key focus of this project has been on the development of 
a suite of draft resident-focused indicators which encompass quality of life domains. (See 
Section 7.8.5) 
7.7.3 Types of indicator and data collection
It is unnecessary and impossible to develop indicators for every aspect of care: rather, it is 
important to ascertain those areas for indicator development that will ‘indicate’ the quality 
of care and services more generally. This generally requires a mix of process and outcome 
indicators so organisations can review both how they manage processes to achieve the best 
outcomes, and the outcomes that are actually achieved.
Indicators can be used to monitor both processes and outcomes that are identified by the 
literature, and/or stakeholders, as high risk or key areas that are indicative of quality more 
broadly. Indicators are sometimes described as ‘leading’ or ‘lagging’. 
Leading indicators reflect key drivers of future outcomes. Lagging indicators collect 
results of processes over time. A mix of leading and lagging is required for both short term 
responsiveness to results and longer term trends (Evans 2004). 
Process (or input) indicators reflect how things are done and the extent to which protocols, 
guidelines and standards are followed (e.g. the number of patients with a risk assessment 
conducted for pressure ulcer development). Many process indicators relate to leading 
indicators as the drivers of outcomes. Outcome indicators monitor progress with achieving 
the desired results of effective structure and processes (e.g. reduction in numbers of new 
pressure ulcers). These more often relate to lagging indicators, but can sometimes be 
leading. For example, staff turnover for a given month may be a leading indicator for resident 
satisfaction.
Process indicators are generally recognised as easier to measure than outcomes, particularly 
when dealing with subjective issues. The presence of structures and processes does not 
guarantee the best outcomes, but process indicators are useful in areas in which outcomes 
are difficult to measure due to varied populations or subjective or confounding factors. In 
these circumstances, process indicators at least demonstrate the extent to which good care 
and practice are implemented, to increase the probability that desirable outcomes will be 
achieved (Scobie et al 2006).
Indicators can be designed to look at trends processes and outcomes over time (incidence) 
and snapshots of at a single point in time (prevalence). Both prevalence and incidence 
indicators can be used to gain a picture of quality. Incidence describes numbers of events 
that occur over a time period, to gain a picture of the effectiveness of improvements or 
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strategies that have been implemented over that period (e.g. the number of residents who 
have developed pressure ulcers over the past month). Prevalence relates to issues that do 
not ‘occur’ over time, where a certain tolerance level has been set – for example, the number 
of patients taking nine or more medications on a given day (Zimmerman et al 1995).
Indicators are often derived from standards or guidelines to indicate how well those 
standards are being implemented. For example, the incidence and prevalence of pressure 
ulcers are generally accepted as valid indicators of skin and hygiene care, even of nursing 
care more generally, as well as reviewing a safety risk to the patient or resident, and this 
indicator is used in quality programs across many care settings. This can be collected 
as a process indicator, (e.g. the percentage of residents for whom a pressure ulcer risk 
assessment was completed) or an outcome indicator (e.g. the percentage of residents who 
develop pressure ulcers). Results of this indicator indicate the extent to which pressure ulcer 
prevention protocols or standards are being implemented and met (SNZ 2004).
7.7.4 Collecting and using indicator data
The ease and feasibility of indicator data collection is critical to indicator use and 
acceptance. Most indicator results are expressed as a percentage with a numerator and 
denominator – for example, the number of residents for whom a falls risk assessment 
was performed on admission over the total number of residents admitted during the 
time period. Organisations can monitor their own results in three key ways. If either the 
numerator or denominator requires significant manual data collection, is not clearly defined 
or reliant on subjective judgement on the part of the data collector, the reliability and 
validity of the indicator data will be weakened, rendering it less likely to be viewed as a 
useful and accurate addition to a continuous improvement program (ACHS 2006).
Data may be collected concurrently or retrospectively, although ease of data collection 
favours concurrent data collection where this provides valid and reliable data. Ease of data 
collection always has to be weighed up against data accuracy. Concurrent data, collected 
in real time as indicator events occur, for example, noting every time a risk assessment 
has been completed, is preferable in terms of ease of collection, whereas collecting this 
retrospectively would involve reviewing the resident record. This is more labour intensive, 
but may provide more accurate results. Data derived from existing and automated data 
collections is generally more desirable than those requiring manual generation (ACHS 2006).
Indicator results may be trended over time so organisations can note and investigate their 
variations in results between time periods. Results may also be compared with ‘thresholds’, 
which are ‘expected’ levels of practice, derived from the literature and expert opinion that 
allow for variations, exceptions and differences in populations. Individual organisations’ data 
can also be compared with aggregate data from all comparable organisations to trigger 
further investigation or improvement. To enable this level of comparison, indicators must be 
carefully and clearly defined, so that all participants are collecting the same data the same 
way on the same events. (SNZ 2004).
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Indicator data should initiate the continuous improvement cycle when variation is noted 
over time, from thresholds, or from aggregate data. It should take the form of targeted 
further investigation to ascertain whether an indicator has identified a trend of real sub-
optimal care, or merely reflects an expected seasonal variation or a one-off event. (Scobie 
et al 2006). Indicators will usually be tested for validity and reliability as part of their 
development, to exclude the possibility of too many false results, but even with valid and 
reliable data, indicators are not absolute measures and judgements of quality should never 
be made solely on indicator data alone. 
7.8 The resident focused indicator development process
The quality indicator development process involved two key stages. The first stage involved 
extensive desk research to review published, commonly cited indicators currently being 
trialled or in use in aged care, nationally and internationally. These sets were sourced 
and drawn upon to align with critical areas identified by stakeholders and the Aged Care 
Accreditation outcomes. In the main, these indicator sets have either been validated as 
relevant aged care quality indicators, or are in the piloting process. A ‘common’ list of 
indicators was developed, comprising those indicators included across all or the majority of 
the identified sets. Most of the indicators sourced were in the quality of care area, and whilst 
there are many quality of life measurement instruments, usually in the form of subjective 
tools such as surveys, there do not appear to be published objective quality of life measures. 
The second stage involved an iterative process of consultation review and refinement. More 
detail on the key elements of these stages is presented below. 
The development process was underpinned by a number of assumptions. The basis for the 
indicator development was the clear understanding that they were not being developed to 
measure performance, but as tools to assist aged care homes to monitor and improve the 
quality of their care and services. It was also acknowledged that pilot testing constitutes a 
critical step in developing a useful, valid and reliable set of indicators. As piloting is outside 
the scope of this project, this meant that the indicators presented should not be considered 
final or complete. 
In summary the quality indicator development process has included:
•	 Examination of qualitative data collected through the Stakeholder Consultation to 
identify key quality-related issues of importance to consumers and providers and the 
use of the five stakeholder derived domains of quality part of the framework for the 
development of resident focused quality indicators; 
•	 A literature review covering generic quality indicator characteristics; published 
aged care quality indicator sets; issues in aged care quality indicator development; 
validity and reliability in aged care indicator development and use; and identification 
of indicators of quality of care and a search for relevant quality of life indicators. This 
search revealed that few relevant quality of life indicators have been developed;
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•	 Mapping of the first version of the indicators against other common Australian and 
international indicator suites applicable to quality of care and against the Australian 
Aged Care Accreditation Standards;
•	 A national Quality Indicator Workshop to review and provide input into the first version 
of indicator suite derived from the literature via a national involving industry experts;
•	 Consultation with peak organisations and individuals representing consumers, and 
review and development of the set of quality of care and quality of life indicators;
•	 Online consultation with providers, consumers representative organisations and aged 
care and quality experts to gather qualitative data, individual indicators and overall 
domains to inform further refinement of the suite; and
•	 Finalisation of the draft indicator suite and recommendations.
7.8.1 Principles of residential aged care quality indicator development 
A number of general principles guided the development of the suite of quality indicators. 
These are outlined below:
•	 Quality	indicators	are	tools	that	encourage	quality	review	and	improvement;
•	 A	mix	of	health	care	and	quality	of	life	indicators	is	required	to	support	a	resident-
centred approach to improvement;
•	 The	objective	of	indicator	use	in	residential	aged	care	is	to	support	residential	aged	care	
homes to monitor and improve their services by providing them with aggregate data 
for comparison over time;
•	 Indicators	are	not	absolute	measures	of	quality,	but	one	aspect	of	an	overall	quality	
program;
•	 To	ensure	a	balanced	approach,	indicators	should	be	developed	or	identified	for	each	
quality domain as identified in the stakeholder consultations,:
− Environment;
− Services;
− Interactions; 
− Personal; and
− Health.
•	 Indicators	should	be	sourced	from	validated	indicator	sets	in	use	in	aged	care,	where	
available, or adapted from other sets;
•	 Where	relevant	valid	indicators	are	not	available,	indicators	will	be	developed	based	on	
best available evidence, existing standards, expert and stakeholder opinion and issues 
raised in the literature;
•	 Indicators	should	be	limited	in	number	and	focus	on	areas	that	reflect	quality	broadly;
•	 Indicators	are	imperfect	when	developed	and	are	refined	through	testing	and	
implementation; and
•	 Indicators	will	be	examined	for	their	potential	to	create	perverse	incentives.
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7.8.2 Types of indicators and data collection 
A number of features underpinned the approach to the type of indicators developed and 
the approach to data collection. These included the following: 
•	 A	mix	of	process	and	outcome	indicators	will	be	developed	to	indicate	the	
management of care and the outcomes of that management;
•	 A	mix	of	prevalence	and	incidence	indicators	will	be	identified;
•	 Where	possible,	indicators	will	be	developed	to	take	advantage	of	existing	data	or	be	
able to be concurrently collected within existing resources;
•	 Indicators	will	be	able	to	be	compared	across	time	periods	to	assist	organisations	to	
trend their results; and
•	 Indicator	data	can	be	collated	centrally	to	provide	comparative	aggregate	data,	but	
analysis and improvement happens locally.
7.8.3 Characteristics of individual quality indicators
Each indicator was selected based on the extent to which it fulfils the attributes of effective 
indicators as described by The Australian Council on Healthcare Standards and the AIHW 
National Health Performance Committee, that is:
•	 Definable:	data collection is derived from clear definitions;
•	 Clear	intent: the reason for collecting the indicator data is easily understood and staff 
are clear that indicator data will not be used punitively; 
•	 Relevant: reflects aspects of the service that are relevant and significant to stakeholders 
and encourage managers to initiate improvement;
•	 Feasible	to	collect: minimises the burden of data collection; 
•	 Reliable: data is collected in the same way every time and results are reproducible; 
•	 Valid: the indicator measures what it is intended to measure; and
•	 Responsive: prompts action and improvement where necessary.
Some of these characteristics, such as definable, clear intent, relevant and feasible can be 
partially determined prior to piloting. However, it is only in the pilot testing phase that the 
extent to which all the characteristics are met can be determined.
7.8.4 Criteria for indicator selection
A set of criteria was developed to be applied to individual indicators to select the proposed 
indicator set (which was then to be reviewed in an Online Consultation). The evaluation 
criteria were based upon scoring of a series of attributes. The criteria are outlined below. 
•	 The	indicator	fits	within	an	identified	quality	domain;
•	 The	indicator	is	currently	in	use	or	sourced	from	published	set;	
•	 The	indicator	avoids	perverse	incentives	or	actions;	
•	 The	indicator	is	definable;
•	 There	is	clear	intent;
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•	 The	indicator	is	relevant	to	stakeholders;
•	 The	indicator	data	is	feasible	to	collect;	
•	 The	indicator	is	reliable;	
•	 The	indicator	is	valid;	and
•	 The	indicator	is	responsive.
A comprehensive scoring would need to be undertaken post piloting to determine a final 
set of indicators. 
7.8.5 The draft Resident Focused Quality Indicator suite
The result of the indicator development process is a draft set of Resident Focused Quality 
Indicators developed for use by residential aged care homes. (See Appendix D) The draft 
set proposed a number of quality of care and quality of life indicators which could be used 
by organisations as part of their broader quality program to monitor processes for ensuring 
high quality of care and quality of life for residents. Development of objective quality of 
care and quality of life measures will facilitate comparison of results over time and against 
aggregate results, and stimulate continuous quality improvement.
The quality of life indicators were derived from issues and processes raised via the 
consultations, workshop and literature review as being important to residents’ quality of 
life, and which have been proven to impact perceptions of quality of life. The quality of 
life indicators comprise process indicators and a Resident Experience Survey, within each 
quality domain, to gain a complementary objective and subjective picture. 
The quality of care indicators comprise both process and outcome indicators, and are also 
complemented by the Resident Experience Survey which will ensure that the perspectives 
of residents are taken into consideration. 
The review of the literature and extensive consultation with experts from the field of 
residential aged care and quality clearly indicates that the proposed Resident Focused 
Quality Indicators are unique internationally and represent a ground breaking approach to 
the development of quality of care and quality of life indicators. 
In order to ensure the utility, validity and acceptability of the draft suite of quality indicators, 
further development of the draft suite of indicators is required prior to pilot testing within 
the sector. It is anticipated that this will include consultation with expert stakeholders and 
aged care practitioners with a capacity to ensure that the draft indicator suite represents 
best practice. 
93Future Directions – Options for Consideration Arising from the Findings of the Project
8. Future Directions – Options for Consideration 
Arising from the Findings of the Project
Chapter overview
The options for consideration presented in the following section have been developed to 
address the broad purpose of the project which was to:
•	 Assess	the	impact	of	accreditation	on	the	quality	of	care	and	quality	of	life	of	residents	
of aged care homes; and
•	 Having	regard	to	the	findings	of	the	project	and	other	performance	and	benchmarking	
assessment systems, identify options for the measurement of quality improvement in 
the future provision of world class care.
Based on consideration of the project objectives and purpose, the two key areas of focus 
for this project were to explore how accreditation has influenced residential aged care in 
Australia and to look ahead towards practical ways of measuring and monitoring quality 
improvement and performance in aged care homes into the future. 
Options for consideration were developed arising from the findings of this project. 
Importantly, the CR&C team considers that the existing system of accreditation has 
achieved the direction intended by introducing accreditation. The fundamental structure of 
accreditation by an independent authority and linkage to sanctions, including, ultimately, 
financial sanctions, has achieved this impact. The CR&C team considers that, while the 
system is fundamentally sound, room for improvement has been identified consistently by 
stakeholders. This can be achieved by incorporating a review mechanism for the Standards 
to ensure they continue to reflect best practice in the industry. There are also possible ways 
of improving the operational aspects of the accreditation process. 
Finally, options for the future measurement of quality into the future are outlined.
The current model of accreditation is appropriate.
The process of Accreditation, whereby the Agency as an independent entity is responsible 
for surveying aged care homes to assess compliance with the Accreditation Standards, is 
appropriate and should be maintained.
Rationale
The available evidence that has been analysed in the course of this project has 
demonstrated that accreditation has had a positive impact on the quality of care and quality 
of life residents of Australian aged care homes. 
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Investment by Government and industry has achieved systematic improvement in the 
baseline level of care and encouraged improved quality of care by all providers of residential 
aged care. While there remains room for improvement, particularly in relation to continuous 
quality improvement systems, accreditation has supported the achievement of the 
objective of enhanced quality of life for older Australians.
It is appropriate to link the availability of a public subsidy to the 
achievement of accreditation.
It is appropriate to link the availability of public subsidy of aged care homes to achievement 
of accreditation and this link should be maintained.
Rationale
The compliance regime is fundamental to the ultimate success of accreditation in 
maintaining nationwide improvement in the minimum standards of care and driving 
quality improvement. In the absence of a meaningful financial sanction, it would be 
highly likely that some providers would assess the cost of complying with their regulatory 
responsibilities as higher than the cost of avoiding them. The CR&C team considers that, on 
balance, the sanctions regime is appropriate. 
Although some tribunals and commentators have criticised the regime of sanctions that 
apply when providers fail to comply with accreditation standards and/or other elements of 
the regulatory framework, the CR&C team considers that the regulatory regime is achieving 
a reasonable balance between fostering a continuous improvement culture such that aged 
care homes assume primary responsibility for compliance and improvement themselves, 
and imposing sanctions of varying severity when serious non-compliance is evident. While 
accepting the criticism that has been levelled by Tribunals that a sanction that reduces the 
financial viability of the home is likely to further disadvantage residents, the objective of the 
regulatory regime is for such sanctions to act as deterrents and for there to be little, if any, 
occasion to implement sanctions that create serious financial disadvantage. 
There have been few instances where serious sanctions have been applied or public subsidy 
withdrawn, which suggests that the compliance regime is working.
The consultation process undertaken for this project consistently identified the strong 
commitment of providers, managers and staff to delivering high standards of quality of 
care and quality of life for residents in aged care homes. It also identified that accreditation, 
together with other developments of the quality framework, has resulted in the raising 
of minimum standards and the elimination of practices that were considered to be 
unacceptable. Without the ultimate sanction of withdrawal of funding, the minority of 
homes who would not implement quality practices without the threat of sanctions could 
become complacent.
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Enable periodic review of the Accreditation Standards
The government should commit to a process for regular review of the Accreditation 
Standards, involving all stakeholder groups including residents, their carers and 
representatives. 
Rationale
The Accreditation Standards have now been implemented for 10 years. During that time the 
quality culture of the sector has matured. The Accreditation Standards should be subject to 
regular review consistent with international best practice. 
A process of review to revise and improve the quality improvement system in light of 
developments in the field is required. This is recognised in the Accreditation Standards with 
the requirement for demonstrated improvement required as the first Expected Outcome for 
each Accreditation Standard. 
Issues for consideration
The following opportunities for improvement in the Standards have been identified:
1. Matter Indicators and Expected Outcomes for continuous improvement, regulatory 
compliance and staff competence are repeated in all four Standards. Clearly these 
Matter Indicators are extremely important and are intended to have a substantial 
influence on practice in all areas of a home’s operations. Their current expression, 
however, is unnecessarily repetitive and complex. These provisions could be 
consolidated and simplified without detracting from their application, thereby 
simplifying the Standards significantly;
2. The Standards do not establish a requirement for an organisation-wide risk 
management program, although there are some specific requirements detailed 
in Schedule 1 of the Quality of Care Principles for risk management in relation to 
infection control and fire safety. Organisation-wide risk management, along with a 
continuous improvement focus, is increasingly recognised as an essential aspect of 
good governance; however, the CR&C team suggests that aged care homes should be 
required to demonstrate effective risk management (both corporate and care-based) as 
part of the Accreditation process; 
3. Many of the known risk factors that contribute significantly to the safety and quality of 
care of residents in nursing homes are addressed explicitly in the Expected Outcomes, 
but there is no explicit focus on falls management, which is a known significant risk to 
people living in aged care homes. In our view it should be addressed explicitly in the 
Expected Outcomes;
4. Some of the Expected Outcomes appear to be expressed as inputs or processes. 
For example, Expected Outcome 1.5 requires evidence of documentation of the 
organisation’s vision, values, philosophy and objectives and commitment to quality. 
Assessment from a continuous improvement perspective would require consideration 
of the way in which an organisation’s vision, values etc. are adopted, implemented, 
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and influence practice. The current expression of this Expected Outcome does not 
encourage such an assessment. These Expected Outcomes should be reviewed 
to ensure they are expressed optimally, consistent with the outcome focus of the 
regulatory scheme;
5. Some of the Expected Outcomes may require qualification so as not to establish 
unreasonable expectations of provider performance. For example, requirements that 
‘residents are able to achieve natural sleep patterns’ and ‘residents understand their 
rights and responsibilities’ would need to be interpreted in the context of residents’ 
physical and mental health and capability; and
6. Some of the Expected Outcomes, for example, residents’ rights to security of tenure and 
access to complaints processes, duplicate other requirements incorporated in the Act 
(ss56.4(1)(a) and 56.1(e) respectively). Given that the Standards already incorporate an 
overarching obligation to comply with the Act, it is unnecessary for these requirements 
to be expressed again as Expected Outcomes.
Review the operational aspects of the accreditation process
Aged care homes have identified the administrative requirements associated with gaining 
and maintaining accreditation as burdensome. These administrative requirements could be 
reviewed.
Rationale
A very strong view was consistently expressed by stakeholders consulted in the course of 
this project that the administrative requirements of accreditation for homes are extremely 
burdensome, although some providers report they are managing the accreditation process 
better as they become more familiar with the requirements. 
These views were not specifically sought — the processes of accreditation and the 
operational aspects of the Agency were not the primary focus of this evaluation. However 
they were expressed spontaneously and consistently by a range of stakeholders including 
health professionals, quality managers, staff and peak bodies.
Issues for consideration
The review could consider the extent to which the introduction of systematic quality 
indicators could assist in the reduction of administrative burden as well as the effect of the 
implementation of the new funding model.
Issues to be considered by the review could include how accreditation requirements can:
•	 Encourage	aged	care	homes	to	develop	a	culture	of	quality	rather	than	being	
overwhelmed by the administrative aspects of accreditation;
•	 Ensure	that	providers	meet	their	responsibilities	under	the	Act;
•	 Provide	for	the	measurement	and	monitoring	of	continuous	improvement	in	a	simple	
but effective process that does not impede quality improvement; and 
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•	 Link	with	funding,	compliance	and	complaints	reporting	systems	to	identify	
opportunities for efficiencies. 
The following three options, derived from the findings of the project, are forward focused 
and aim to drive quality improvement into the future. 
Option 1:  Develop a resident-focused quality indicator suite.
The draft quality indicator suite developed in this project could be used as the basis for 
the development of systematic measures of quality, quality of care and quality of life to 
enable the measurement of quality improvement into the future. Any indicators should be 
developed as a suite rather than as single measures.
Rationale
The evaluation of the impact of accreditation has been constrained by the availability of 
nationally consistent measures of quality, quality of care and quality of life. The project 
has identified that most, if not all, aged care homes collect quality of care information as 
standard practice in the management of care and the majority of homes are using formal 
quality assessment tools or external quality managers. 
It is recognised that the proposal to implement quality indicators is an issue of some 
sensitivity to the aged care sector, particularly if they result in an additional administrative 
burden. The CR&C team considers the implementation of a suite of quality indicators is 
essential to maintain accountability. 
Issues for consideration
Indicators should reflect the everyday practice of aged care homes. To minimise the 
administrative impact the indicators should be developed from work which is normally 
undertaken by aged care homes as good practice.
Development and implementation of quality indicators requires extensive consultation and 
consideration of options for implementation.
1. The future development of quality indicators should be informed by the stakeholder- 
derived quality framework and draft quality indicators specified in this report.
2. Future development of the resident-focused quality indicators could follow a four-stage 
process:
a. Review by an expert panel;
b. Industry consultation (including consumers, staff, medical and other health 
professionals);
c. Pilot testing; and
d. A staged implementation process.
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3. The expert panel should provide leadership and vision. It should include:
a. Independent experts in the development of quality indicators;
b. Technical experts with an in-depth understanding of the theoretical and 
methodological issues;
c. Operational experts who can inform the development of content and practical 
implementation issues;
d. Industry leaders who can provide advice on an achievable implementation 
program; and
e. Consumers. 
Items for consideration by an expert panel
1. Specific definitions and inclusions/exclusions for some indicators require further 
research and refinement by experts prior to piloting.
2. The way in which each indicator will be used to initiate improvement.
3. Whether a threshold level for each indicator should be set against which results can be 
compared over time.
4. Whether there should be comparison of organisational results against aggregate data, 
or a mix of all three.
5. Time frames within the indicators and for data collection will require review prior to 
piloting to assess the appropriate level of practice to be promoted and to provide 
sufficient numbers to be meaningful.
6. Strategies to address incentives to under-report and other perverse incentives 
demonstrated via piloting.
7. A valid and reliable survey instrument for all organisations to use to be developed for 
resident, family carer and staff indicators. Eligibility for inclusion/exclusion of residents 
to be included in the survey.
8. Sample size for surveys should be determined to ensure statistical robustness.
9. Admission profile and morbidity risk adjustment should be included for relevant 
indicators.
10. Methods to represent or include residents with cognitive impairments.
11. Identification and use of data already being collected (or likely to be collected).
12. Relationships between indicators (e.g. developing pressure ulcer/total pressure ulcers; 
meal choice and activities preferences/meal choice and activities reviewed etc.).
13. Quality of life indicators should be given priority (given the wealth of quality of care 
indicators already available and the dearth of quality of life indicators).
14. Links between quality indicators and the accreditation system and potential impacts on 
the accreditation system.
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15. Quality indicators are not well understood in the sector and there are numerous 
concerns about their use in the sector, particularly in relation to funding. To address 
these issues:
a. The purpose of the indicators should be confirmed to the sector – the basis for 
the indicator development was the clear understanding that they were being 
developed not to measure performance, but as tools to assist aged care homes to 
monitor and improve the quality of their care and services;
b. Education of the sector must be seen as an essential component of the 
implementation stage and should be considered concurrently with the 
development of the indicator suite. Input should be sought from experienced 
experts such as the indicator development teams from DHS Victoria and Uniting 
Care/QUT; and
c. A formal review of indicator development and roll-outs should be conducted to 
identify existing measures.
Option 2:  Implement surveys to provide a foundation for quality 
of care and quality of life measures.
The CR&C Aged Care Surveys for staff and carers developed in the course of this project 
(supplemented by a resident survey) could be repeated biennially in 2008, 2010 and 2012 to 
provide measures of stakeholder views into the future. 
Rationale
The staff and carer surveys developed for this project provide national benchmark measures 
of quality which can enable the measurement of change at a national level over time. 
These surveys can form part of the suite of quality indicators but can be implemented 
separately. They can provide national measures of quality of care and quality of life over the 
population of aged care homes independently of the accreditation system. 
The surveys are not a substitute for quality indicators. The staff and carer surveys were 
designed to measure the impact of accreditation on quality. They were informed by the 
quality indicator process and designed to provide a stakeholder based measure of quality.
Items for consideration
1. In order to ensure that the indicator data collected reflects a strong resident focus and 
staff views on quality, these indicators require the use of a Resident Experience Survey, 
a Family Carer Survey and a Staff Survey to collect data related to the quality of care and 
quality of life indicators.
2. It is not recommend that the quality manager survey be replicated unless evidence for 
increased sensitivity in the quality manager instrument is identified.
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3. The surveys can form an integral component of the quality indicator data collection 
process. The following process is outlined to ensure that they are developed and 
implemented in such a way as to allow for future benchmarking at the home level and 
across the sector. Features of the CR&C approach to these surveys are specified below:
a. The independence and reliability of the survey instrument, administration and 
analysis of results is paramount;
b. The administration procedures for the survey must ensure the confidentiality and 
privacy of respondents;
c. A professional research organisation independent of both providers and the 
Agency should have responsibility for the survey; 
d. The administrative burden on staff and management must be minimal; 
e. To ensure consistency of the data and to provide a sector wide quality benchmark, 
the survey instruments should be used in all homes;
f. Development of new questions and refinement of existing questions should be 
grounded in an understanding of service delivery and service performance in 
order to ensure that data can be used to monitor quality and promote continuous 
quality improvement; 
g. Survey design must be informed by empirical research, and survey development 
processes including cognitive testing, pilot testing and post test reviews. The 
stakeholder consultation, together with the staff and family carer surveys 
conducted for this project provide a foundation for this development;
h. A process for review of the survey to ensure ongoing improvement to reflect 
changing issues and standards in the future should be established;
i. The surveys should be brief, simple and easy to complete; and
j. Pilot testing constitutes a critical step in developing a useful, valid and reliable 
set of indicators. Each draft indicator will require post-piloting scoring against the 
evaluation criteria by an expert panel to ascertain appropriateness for inclusion in 
the final indicator set.
Implementation options
1. Participation in piloting and initial rollout should be voluntary.
2. Indicators should be based on individual homes and national benchmarks should be 
developed.
3. Participation should be by agreement of providers.
4. All indicators should be developed to minimise the administrative burden on homes.
5. A staged process for gradual implementation and roll out needs to be adopted so that 
a selection of well-accepted indicators are rolled out to a small number of organisations 
initially.
6. Based upon experience in the health sector, a goal of three to five years for the sector to 
fully accept the quality indicators should be considered.
7. A review mechanism similar to that used by ACHS should be established to ensure 
indicators are relevant, practical and directly inform quality improvement.
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Option 3:  Develop a resident survey to provide a national 
measurement of quality of life in residential aged care homes.
A short (no more than two page) resident survey to measure the resident perspective of 
quality of life could be developed. The survey would be able to report on national quality  
of life outcomes and be administered by an organisation that is clearly independent of aged 
care providers.
Rationale
In order to improve consumer confidence and to ensure that homes reflect the needs and 
expectations of residents, measures of quality must include a focus on quality of life. This 
will require subjective measures of quality of life. A consistent measurement of resident 
views is essential to ensure a complete suite of quality indicators. The resident perspective  
is a necessary element of any quality of life measurement. 
Implementation options
1. To ensure that residents do not feel compromised by giving responses that may be 
critical of a service, the resident survey should be clearly independent of the individual 
home or provider.
2. Surveys should be conducted independently of the aged care home to reduce response 
bias and respect residents’ privacy and the confidentiality of their views.
3. Processes should be established to prevent staff and carers from influencing residents 
responding to the survey (recognising that many may require assistance and that carers 
and staff are the most likely persons to provide that assistance).
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Appendix A:  
Technical Reference Committee membership
Table 3: Technical Reference Committee membership
Stakeholder group Member	and	organisation
Industry (Private Sector) Ms Cynthia Payne
Chief Executive Officer
Summit Health Care
Industry (Private sector) Ms Helen Kurincic
Melbourne Health Metropolitan Health Service &
Orygen Research; DCA Group Ltd 
(formerly) Executive Director, Benetas
Industry
(Religious/Charitable sector)
Ms Donna Dark
Quality and Risk Manager
UnitingCare Ageing NSW/ACT
Industry
(Religious/Charitable sector)
Ms Jan McIntosh 
Quality Operations Manager
Catholic Healthcare
Consumers Ms Kate Moore
Independent consumer representative
Carers Ms Maria Bohan
Executive Director
Carers Victoria
Safety and Quality Specialist Professor Bruce Barraclough
(formerly) Chair of the Australian Council for Safety and 
Quality in Health Care
Workforce Dr Andrew Fleming
Geriaction
The Agency Mr Mark Brandon
Chief Executive Officer
Aged Care Standards and Accreditation Agency
The Agency Ms Rhonda Parker
(formerly) Board Member
Aged Care Standards and Accreditation Agency
Department of Health and Ageing Ms Carolyn Scheetz (Chair)
Ms Kay Millburn
Ms Joanne Llewellyn
Mr Michael Brown (secretariat)
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Appendix B:  
List of stakeholder consultations
Table 4: List of stakeholder organisations consulted  
(throughout both stages of the project)
Organisation
Aged and Community Services Australia
Aged Care Association Australia
Aged Care Standards and Accreditation Agency 
Alzheimer’s Australia
Applied Aged Care Solutions
Australian Association of Gerontology
Australian Centre of Quality of Life at Deakin University
Australian Medical Association
Australian National University
Australian Nursing Federation
Australian Society for Geriatric Medicine
Bayside Health, Caulfield General Medical
Carers Australia
Commissioner for Complaints
Council of the Ageing (Victoria)
National Seniors
Department of Human Services (Victoria)
Fleming Health Services
Geriaction
Health Professionals Association of Australia/Health Services Union
Latrobe University
Melbourne University
Monash Medical Center
Peninsula Health Care
Queensland University of Technology
The Royal College of Nursing Australia
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Appendix C:  
Draft Quality Indicator Set
Detailed Resident-Centred Aged Care Quality Indicator Set 
Detailed Listing
Resident Health Care (Quality Domain 1)
Indicator topic
Resident physical and psychological health is monitored and appropriately managed.
Rationale
Physical and psychological health is a key element of quality of life, and needs to be 
monitored and managed, particularly in areas of high risk, according to the needs of 
individual residents.
The number of medications a resident is on reflects the degree of medication management 
and nine medications is commonly used in published indicators as a trigger for medication 
review. 
Falls resulting in fractures is reflective of severe falls and is the component of overall falls 
that should be reviewed and reduced in the first instance.
Pressure ulcers can occur in any person of limited mobility, regardless of acuity, and are 
preventable. 
Prevalence of pressure ulcers provides a national snapshot of the extent and severity of 
pressure ulcers, and also facilitates comparison with acute and sub acute prevalence. 
Organisations can determine the number of residents admitted with pressure ulcers for 
internal use, but overall the indicator will allow for a proportion of the ulcers to be pre existing.
Weight loss and hydration need to be constantly monitored in aged care residents both 
from a quality of care and quality of life perspective. A certain level of weight loss is an 
accepted industry ‘rule of thumb’, as there are many and varied approaches currently in use.
The assessments for depression and pain should be based on an approved risk assessment 
and measurement tools.
A valid and reliable survey is to be developed for the subjective indicator within this 
domain, for use by all homes, as part of a piloting process.
NB: Time frames and numerical values to be developed by an expert panel as part of the pilot testing process.
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Indicator definition 
•	 ‘Medications’	refer	to	prescribed	medications,	and	over	the	counter	painkillers.
•	 ‘Pressure	ulcers’	are	defined	as	per	the	Australian	Wound	Management	Association	
definitions, Stages 1–4 inclusive. All pressure ulcers should be counted and a notation 
made of those present on admission, and how many of each stage are identified.
•	 Unintentional	weight	loss	is	defined	as	occurring	when	residents	are	not	on	a	weight	
loss program.
•	 An	assessment	for	depression	is	carried	out	by	a	clinician	as	part	of	a	comprehensive	
health check
•	 A	pain	assessment	is	carried	out	by	a	clinician	using	a	published	pain	assessment	tool.
Data source
•	 Resident	care	plan;
•	 Resident	medication	record;
•	 Clinical	record;	
•	 Incident	reporting	system;	and
•	 Resident	Experience	Survey.
Table 5: Resident Health Care (Quality Domain 1)
Indicator 1.1 Medication (prevalence)
Numerator The number of residents in the facility on the last day of the quarter.
Denominator The number of residents taking X or more medications on the last day of 
each quarter.
Expressed as a percentage.
Indicator 1.2  Falls resulting in fractures (incidence)
Numerator The number of new fractures resulting from falls occurring in the past X 
months. 
Denominator Total number of falls in the past X months.
Expressed as a percentage.
Indicator 1.3a Pressure ulcer (incidence)
Numerator The number of residents developing one or more pressure ulcers over the 
past X months.
Denominator Number of occupied bed days over the past X months.
Expressed as a percentage.
Indicator 1.3b Pressure ulcer (prevalence)
Numerator The number of residents with one or more pressure ulcers in the facility on a 
given annual audit day.
Denominator The number of residents in the facility on the audit day.
Expressed as a percentage.
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Indicator 1.4  Weight loss (incidence)
Numerator The number of residents experiencing unintentional weight loss in the past 
X days.
Denominator Number of occupied bed days over the X day period.
Expressed as a percentage.
Indicator 1.5 Depression assessment (incidence)
Numerator The number of residents who have undergone an assessment for depression 
by a clinician within X weeks of admission to the facility.
Denominator The number of residents admitted to the facility over the past six month 
period who stayed more than X weeks.
Expressed as a percentage.
Indicator 1.6 Pain assessment (incidence)
Numerator The number of residents admitted over the past six months who have a 
comprehensive pain assessment performed by a clinician within X weeks  
of admission.
Denominator The number of residents admitted to the facility over the past six month 
period who stayed longer than X weeks.
Expressed as a percentage.
Indicator 1.7. Health satisfaction
Numerator The number of residents expressing satisfaction with the management  
of their health on annual Resident Experience Survey.
Denominator The total number of residents returning completed Resident Experience 
Surveys.
Expressed as a percentage.
Data collection and reporting time periods to be specified for:
Indicator 1.4
Indicator 1.1, 1.2 & 1.3a
Indicator 1.5 & 1.6
Indicator 1.3b & 1.7.
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Interactions (Quality Domain 2)
Indicator topic
Resident choice regarding their social interactions
Rationale
Resident choice is a key contributor to quality of life and residents should be given 
opportunity to make decisions regarding the types of interactions they pursue within and 
outside the facility, to indicate support and involvement of family and friends, and to have 
these choices enacted and formally and regularly reviewed.
Indicator definition 
Making decisions regarding social interactions means that residents are given a formal 
opportunity to discuss the range of social interaction choices available, and to have their 
decision recorded on their care plan, and formally reviewed six monthly.
Each resident’s family/carers should be given a formal opportunity to meet with staff to 
clarify roles and responsibilities, and to set up a process for ongoing consultation, within 
the resident’s orientation period. This offer, and the family/carer response should be 
documented in the resident’s care plan.
Research demonstrates that staff satisfaction also impacts significantly on resident  
quality of life.
All staff, and as many residents as possible should be surveyed annually. A valid and reliable 
experience based survey to be developed for use with the subjective indicator within this 
domain for all homes, as part of a piloting process.
NB: Specific time frames to be developed by an expert panel as part of the piloting process.
Data source
•	 Resident	care	plan;	and
•	 Staff	Survey	and	Resident	Experience	Survey.
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Table 6: Interactions (Quality Domain 2)
Indicator 2.1  Choosing social interactions
Numerator The number of new residents who have their preferred social interactions 
within and outside the facility recorded on their care plan as part of their 
orientation to the facility within the first X weeks
Denominator The number of new residents admitted to the facility over the past X months.
Expressed as a percentage.
Indicator 2.2 Reviewing social interactions
Numerator The number of residents who have had their preferred social interactions 
reviewed in the past X months.
Denominator The total number of residents living in the facility eligible for a review for the 
X month period.
Expressed as a percentage.
Indicator 2.3  Family and carer role
Numerator: The number of residents admitted to the facility whose family/carers are 
offered the opportunity to meet with staff to discuss their role and the 
process for ongoing consultation with staff within X weeks of the resident’s 
admission to the facility, as documented in the resident record.
Denominator: The number of residents admitted to the facility over the past six months 
who stayed more than X weeks.
Expressed as a percentage
Indicator 2.4  Staff satisfaction
Numerator The number of staff expressing themselves as satisfied or very satisfied with 
the quality of care provided by the facility on annual Staff Survey.
Denominator The number of staff returning Staff Surveys.
Expressed as a percentage.
Indicator 2.5  Resident perspective on interactions
Numerator The number of residents expressing themselves satisfied or very satisfied 
with their social interactions on annual Resident Experience Survey.
Denominator The number of residents returning Resident Experience Surveys.
Expressed as a percentage.
Data collection and reporting periods to be specified for:
Indicators 2.1, 2.2, 2.3 
Indicators 2.4 & 2.5. 
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Services (Quality Domain 3)
Indicator topic
Resident awareness and choice of services.
Rationale
Residents should be given the opportunity to make decisions regarding the types of 
services available to them, including meal and recreation activities, and to have these 
choices enacted.
Indicator definition 
Making decisions regarding accessing services means that residents are given a formal 
opportunity to discuss the range of services choices available when first admitted to the 
facility, to have their decisions recorded on their care plan, and formally and regularly 
reviewed by staff in consultation with the resident as their preference and capacity changes.
NB: Specific time frames to be developed by an expert panel as part of the piloting process.
Data source
•	 Evidence	of	resident	choice	regarding	meals	and	recreational	activities	are	found	in	the	
resident care plan;
•	 Review	and	implementation	of	resident	preferences	can	be	ascertained	via	a	record	
review, in which both preferences can be audited at the same time, and via direct 
observation of a sample of residents; and
•	 Resident	perspectives	on	services	are	ascertained	via	the	Resident	Experience	Survey.	
A valid and reliable survey to be developed for use with the subjective indicator within 
this domain for all homes, as part of a piloting process.
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Table 7: Services (Quality Domain 3)
Indicator 3.1  Choosing meals
Numerator The number of residents who have their preferred choices regarding meals 
recorded on their care plan as part of their orientation to the facility within  
X weeks of admission.
Denominator The number of residents admitted to the facility over the past X months.
Expressed as a percentage.
Indicator 3.2  Choosing recreational activities
Numerator The number of residents who have their preferred choices regarding 
recreational activities recorded on their care plan as part of their orientation 
to the facility.
Denominator The number of residents admitted to the facility over the past X months.
Expressed as a percentage.
Indicator 3.3  Reviewing meals and recreational activities
Numerator The number of residents who have had their preferences for meals and 
recreational activities reviewed over the past six months.
Denominator The average number of residents living in the facility over the past six 
months eligible for a review of choice of meals and recreational activities.
Expressed as a percentage.
Indicator 3.4  Implementation of resident preferences
Numerator The number of residents audited who are receiving their preferences for 
meals and recreational activities on a given audit day.
Denominator A random sample of 10% residents on a given audit day.
Expressed as a percentage.
Indicator 3.5  Resident perspective on services
Numerator The number of residents who express themselves as satisfied or very satisfied 
with meals and recreational activities on the Resident Experience Survey.
Denominator The number of residents returning Resident Experience Survey.
Expressed as a percentage.
Data collection and reporting periods to be specified for:
Indicators 3.1, 3.2, 3.3, 3.4 & 3.5.
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Personal (Quality Domain 4)
Indicator topic
Residents have a sense of belonging and are treated as individuals.
Rationale
A sense of belonging, and being treated with dignity and respect, are critical contributors 
to quality of life. Processes should be in place to assist each resident to feel that they are a 
respected individual who is an important part of the facility, through orientation and staff 
training. Resident autonomy, independence and freedom should be managed by staff with 
relevant knowledge and skills.
Indicator definition
Indicator 4.1: Orientation to the facility occur within X weeks of admission to the facility, 
and will include physical layout, daily routine, available services and activities, resident 
rights and responsibilities. The orientation should be conducted with a member of staff 
trained in this process, include family and friends if desired, and include time for questions, 
which should be recorded, along with answers given, in the resident’s care plan. The X week 
orientation period should also involve:
•	 Assessment	for	depression	and	pain;
•	 An	offer	to	family	and	friends	to	arrange	a	time	to	meet	with	facility	staff;	and
•	 Resident	choices	of	meals	and	social	and	recreational	activities.
Indicator 4.2: As many personal care staff as possible should hold a Certificate III in Aged 
Care, which provides formal training in understanding and management of resident 
independence and autonomy. 
Indicator 4.3: Every incidence of resident restraint should be documented in resident 
records, including documentation that the pros and cons of restraint have been explained 
to the resident/family/carer/guardian. Chemical restraint will be considered as an indicator, 
in light of the current guidelines, by an expert panel as part of the piloting process.
Indicator 4.4: Resident perspective is ascertained via Resident Experience Survey. A valid and 
reliable survey to be developed for use with the subjective indicator within this domain for 
all homes, as part of a piloting process.
NB: Specific time frames to be developed by an expert panel as part of the piloting process.
Data source
•	 Indicator	4.1:	Resident	care	plans
•	 Indicator	4.2:	Staff	training	records
•	 Indicator	4.3:	Resident	record
•	 Indicator	4.4:	Resident	Experience	Survey.
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Table 8: Personal (Quality Domain 4)
Indicator 4.1 Orientation
Numerator The number of residents who have an orientation to the facility, within X 
weeks of admission.
Denominator The number of residents admitted to the facility over the past X months who 
stayed more than X weeks.
Expressed as a percentage.
Indicator 4.2  Staff training in managing resident autonomy and independence
Numerator The number of new personal care staff employed by the facility who are 
qualified with a Certificate III in Aged Care.
Denominator The number of new personal care staff newly employed by the facility over 
the past X months.
Expressed as a percentage.
Indicator 4.3  Use of restraint
Numerator The number of residents physically restrained on one or more occasions over 
the past X months as recorded in the resident record.
Denominator The total number of occupied bed days over the past X months.
Expressed as a percentage.
Indicator 4.4  Resident perspective on dignity and respect
Numerator The number of residents who express themselves as satisfied or very satisfied 
with the dignity and respect with which they are treated on annual Resident 
Experience Survey.
Denominator The number of residents returning Resident Experience Surveys.
Expressed as a percentage.
Data collection and reporting periods to be specified for:
Indicators 4.3, 4.1, 4.2 & 4.4.
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Environment (Quality Domain 5)
Indicator topic
Residents are safe, secure and comfortable.
Rationale
A pleasant environment is key to quality of life. It should be clean, comfortable, safe and 
secure. An expert panel should work further with consumers to determine other indicators, 
apart from safety, should the indicators be piloted.
Indicator definition 
Indicator 5.1: Resident injury is defined as a fracture, and/or an injury requiring sutures, X-ray 
or admission to hospital, and includes injuries caused by the environmental hazards, or by 
another person.
Data source
•	 Resident	injury	will	be	recorded	in	incident	reporting/risk	management	systems	and	
record of clinical treatment in the resident record.
•	 Resident	perspective	is	ascertained	via	Resident	Experience	Survey.	A	valid	and	reliable	
survey to be developed for use with the subjective indicator within this domain for all 
homes, as part of a piloting process.
Table 9: Environment (Quality Domain 5)
Indicator 5.1  Resident injuries due to the environment
Numerator The number of injuries occurring, over the past X months.
Denominator The number of occupied-bed days over the past X months.
Expressed as a percentage.
Indicator 5.2 Resident perspective on the environment
Numerator The number of residents who express themselves as satisfied or very satisfied 
with their safety, security and comfort on annual Resident Experience Survey.
Denominator The number of residents returning a Resident Experience Survey.
Expressed as a percentage.
Data collection and reporting periods to be specified for:
Indicators 5.1 & 5.2.
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